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Rosenthal, W.: The Pathology and Therapy of the 
Temporomaxillary Articulation (Pathologie und 
Therapie des Kiefergelenks). Fortschr. d. Zahnh., 
1929, V, 175. 

The author first reviews the more recent contribu- 
tions on the pathology and treatment of temporo- 
maxillary ankylosis, hyperostosis of the capitulum 
of the condyloid process of the lower jaw, chronic 
and habitual dislocation of the jaw, fracture of 
the condyloid process, and contractures of the jaw, 
especially cicatricial contractures. 

In the operative formation of a new joint, Rosen- 
thal chooses the site of the old joint. He shapes up 
the condyloid process, hollows out a new socket, 
and interposes soft parts as a substitute for the in- 
terarticular disk, producing as nearly as possible the 
normal conditions so that even the unused chewing 
muscles regain their previous function. When the 
new joint is formed nearer the angle of the jaw or 
on the horizontal ramus, the chewing movements 
are not normal and the bite is much weaker. There- 
fore it should be formed in the bend of the jaw only 
when cicatricial contracture or a previous suppura- 
tion in the region of the original joint renders opera- 
tive interference at that site too hazardous. Up to 
the present time the author has preferred the in- 
cision of Lexer running in front of the ear. 

Attention is called to the fact that the results of 
a successful joint operation may be lost again even 
after many years. 

In lengthening of the body of the mandible with 
the aid of a bone insert in the horizontal rami or in 
the region of the chin, the indirect method of free 
autoplasty recommended years ago by Payr and 
Heller and called by Axhausen the ‘temporary 
transplantation of periosteum-covered autogenous 
bone” comes into consideration. 

In the case of a boy of five years the author dis- 
covered at operation that the cause of locking of the 
jaw which had persisted since the patient’s first 
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year of life in spite of a normal joint cavity and in 
spite of resection of the coronoid process was a 
localized ossification at the point of origin of the 
masseter muscle. After removal of this ossification, 
the ability to open the mouth was permanently 
restored. Circumscribed myositis ossificans has been 
discovered also by roentgen examination. 

Hypertrophy of the capitulum of the condyloid 
process is merely a benign hyperostosis. 

The author reports his observations in a case of 
habitual dislocation of the jaw in which the lower 
jaw became hooked over the upper jaw in an oblique 
position. He believes that in most cases of habitual 
dislocation, an attempt should be made first to 
prevent dislocation by non-operative measures such 
as the use of a guiding splint, fixation of the jaws to 
one another by means of rubber bands supplemented 
by repeated injections of a few drops of tincture of 
iodine into the joint capsule to cause shrinkage, 
strengthening of the chewing muscles by massage 
and electricity, and measures to overcome the anex- 
mia and general bodily weakness. ‘The operative 
measures include the excision of wedge-shaped seg- 
ment from the relaxed joint capsule followed by a 
tucking suture according to the method of Perthes 
and Ritter, fixation of the interarticular disk on the 
periosteum of the rim of the joint socket according 
to the method of Hoeber and Konjetzny, and the 
formation of a guy-band outside the joint from 
the fascia of the temporal region according to the 
method of Nieden. 

In cases of fracture of the condyloid process the 
— mandibular support may be found of 
value. 

Reflex contracture of the jaw may be induced by 
pressure irritation of the mandibular nerve. 

In conclusion the author reports his experience 
in a case in which the removal of a cancer of the 
cheek with plastic repair of the defect was followed 
by recurrence of the neoplasm and cicatricial con- 
tracture of the jaw. The recurrence was excised and 
the resulting gap filled by means of a flap obtained 
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from the neck. A permanent cure even as regards 
the function of opening the mouth was obtained. 
GerorG ScumiptT (Z). 


EYE 


Duke-Elder, W. S.: The Clinical Application of 
the Newer Conceptions in the Physiology of 
the Eye. Lancet, 1930, ccxviii, 4. 

The authors discuss the chemistry of the various 
tissues of the eye under normal and abnormal con- 
ditions and concludes that many pathological phe- 
nomena may be rationally explained on the basis of 
physiological chemistry. SamuEL A. Durr, M.D. 


Stallard, H. B.: Some Observations on the Causes 
and Treatment of Simple Detachment of the 
Retina. Brit. J. Ophth., 1930, xiv, 1. 


The author reviews 100 cases of detachment of 
the retina reported from various sources. Accord- 
ing to the mechanical theory, the detachment is the 
result of increased pressure behind the retina, de- 
creased pressure in the vitreous, or the contraction 
of adhesions between the retina and the vitreous. 
According to the diffusion theory, the retina acts like 
the animal membrane of a dialyser, separating two 
physiological fluids which, under pathological con- 
ditions, have different tensions so that the fluid 
from the vitreous passes through the retina. Ac- 
cording to the cause, detachments of the retina may 
be grouped as follows: (1) the traumatic, (2) those 
due to progressive myopia, (3) the inflammatory, 
(4) the congenital, (5) the parasitic, and (6) the 
idiopathic. 

Stallard discusses the treatment from all angles 
and describes many operations. The most successful 
operative treatment consists of multiple scleral 
punctures with a cataract knife followed by the sub- 
conjunctival injection of 1:1,000 mercury cyanide, 
followed by weekly injections of hypertonic salt 
solution under the conjunctiva at the site of the 
detachment. SAMUEL A. Durr, M.D. 


Swift, G. W.: The Transverse Sinus and Its Rela- 
tion to Choked Disk. Arch. Ophth., 1930, iii, 47. 


Many theories have been advanced to explain 
choked disk. The author is inclined to accept the 
mechanical theory. The general cerebral circulation 
depends on a free circulation within the transverse 
and sigmoid sinuses, while the orbital circulation 
depends on a free cavernous and petrosal flow. The 
two join partly at the sigmoid and totally in the 
jugular bulb. A normal and symmetrical venous 
sinus system is so adaptable that compensation 
occurs easily when one side is partially or tempo- 
rarily blocked. It is the asymmetrical embryonic 


malformations of the sinuses which contribute to 
imbalance of circulation. As constancy of the cav- 
ernous and petrosal sinuses is clearly established, 
choked disk in lesions of the cerebellar fossa denotes 
variations in the transverse, sigmoid, and jugular 
GeorcE R. McAuutrr, M.D. 


bulb. 


EAR 


Hallpike, C. S.: Some Observations on Bone Con- 
duction. J. Laryngol. & Otol., 1930, xlv, 1. 


Bone-conduction tests were carried out in a series 
of cases of conduction deafness. The cases are divided 
into the following four groups: Group 1, those in 
which a radical mastoid operation had been done; 
Group 2, those of chronic suppurative otitis media 
and its sequele; Group 3, those of otosclerosis; and 
Group 4, those of chronic catarrhal otitis media. 

Comparisons were made of the results obtained 
in an ordinary room with the results obtained in the 
silence room. The findings appeared to show very 
definitely that in the silence room the increased 
bone conduction found by the ordinary Schwabach 
test in such cases undergoes a constant reduction to 
within normal limits. Similar results were obtained 
by the use of the absolute bone-conduction test. 
Cases in which the ordinary Schwabach test is about 
normal showed a marked loss in the silence room 
and with the absolute bone-conduction test. 

It is thought that in these cases there is a true loss 
of cochlear sensibility which, under the ordinary 
circumstances of the Schwabach test, is latent. The 
importance of the absolute bone-conduction test in 
revealing the loss is therefore evident. 

It is suggested that latent cochlear loss in the 
early stages of chronic middle ear deafness is the 
most important guide to the prognosis and treat- 
ment. James C. Braswe.t, M.D. 


Helsloertem, J., Jr., and Nyssen, R.: Experimental 
Studies of Sensibility to Pain Associated with 
Auditory Stimulation (Recherches expérimen- 
tales sur la sensibilité 4 la douleur accompagnant les 
excitations auditives). Arch. internat. de laryngol., 
1929, XXXV, 1025. 

The authors report experiments which showed 
that the pain caused by an auditory stimulus ceases 
in a few seconds, but the time varies in different per- 
sons. When a similar stimulus is applied at regular 
intervals, the duration of the pain decreases pro- 
gressively with successive applications in all sub- 
jects and ultimately pain may cease to occur. The 
decrease occurs rapidly at first and then more slowly. 
If, when the pain has stopped after a series of appli- 
cations of the stimulus on one side, the same stimulus 
is applied on the other side, increased sensitiveness is 
manifested bv greater intensity of the pain, longer 
duration of the pain after the first three or four appli- 
cations of the stimulus, and recurrence of the pain 
after a greater number of applications of the stimu- 
lus. Aubrey G. Morgan, M.D. 


Weber, M.: Otosclerosis in Its Histogenic Relations 
to Osteodystrophia Fibrosa (Osteitis Fibrosa). 
Arch. Otolaryngol., 1930, xi, I. 

Otosclerosis and osteodystrophia fibrosa represent 
degenerative, reactive, separative processes. Pre- 
sumably through the action of the blood vessels, a 
dystrophy causes degeneration of the bone, thus 
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leading to irritation of the bone-forming system. 
The irritation manifests itself in resorption and the 
appearance of young mesenchymal tissue which is 
the fundamental stage of bone formation. Re- 
gressive changes lead to numerous maldifferentia- 
tions resulting in the pseudo-tumors known as 
hamartoplasias or brown tumors. Only the cases 
showing focal involvement of the labyrinthine cap- 
sule with anklyosis of the stapes should be desig- 
nated as cases of true otosclerosis. When found in 
conjunction with a generalized osteodystrophia 
fibrosa seen in Paget’s disease and von Reckling- 
hausen’s disease, an osteosclerosis is a part of that 
generalized dystrophy. GrorcE R. McAutirr, M.D. 


Jones, M. F., and Gerstly, J. M.: Ear Infections in 
Babies. N. York State J. M., 1930, xxx, 1. 


According to anatomists, the mastoid cells de- 
velop at about the time-of puberty, but according to 
clinical experience these cells are to be found much 
earlier. The treatment of infection therefore varies 
with the age of the child. For purulent otitis de- 
veloping before the age of four and one-half years 
the authors advocate early myringotomy, alcohol 
swabbing, or boric acid irrigations. In the cases of 
children under one and a half years of age the oper- 
ative procedure should be anthrotomy performed 
under local anesthesia. Later in childhood, a mas- 
toidectomy must be done when indicated, as after 
four and one-half years the child’s mastoid resembles 
the adult mastoid. Early operative work will de- 
crease latent mastoiditis, intracranial complications, 
and deafness. 

Of a total of 252 surgical cases, the authors found 
that the largest percentage occurred within the first 
two years of life and that in 83.5 per cent of these the 
infecting organism was the hemolytic streptococcus. 

GreorGeE R. McAuutrr, M.D. 


Mangabeira-Albernaz, P.: A Large Pneumatic Cell 
in the Petrous Portion of the Temporal Bone. 
A Contribution on the Pathogenesis of Grade- 
nigo’s Syndrome (Grande cellule pneumatique du 
rocher. Contribution a la pathogénie du syndrome 
de Gradenigo). Arch. internat. de laryngol., 1929, 
XXXV, 1035. 


According to one theory, Gradenigo’s syndrome 
is brought about by an infection of the tympanic 
cavity transmitted to the apex of the pyramid 
through cells in the bone. The author reviews the 
work that has been done on the development of 
pneumatic cavities in the tip of the petrous portion 
of the temporal bone and describes a pneumatic cell 
which occupied almost two-thirds of the bone. 

He states that while it might seem impossible 
theoretically for cells in the petrous bone to be one 
of the chief causes of Gradenigo’s syndrome, clinical 
examination proves the contrary. Sears found 
diseased cells at the tip of the petrous bone in six of 
thirteen cases of paralysis of the external oculomotor 
nerve following otitis which he studied at autopsy, 
and in cases reported by Ulrich and Schlaender the 
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cause of the condition was proved to be an apical 
abscess. Recently the tip of the petrous bone has 
been studied by roentgenography. According to 
Magnien, Gradenigo’s syndrome is the result of a 
rarefying osteitis. 

It is evident, therefore, that the cellular route is 
important, but in some cases the condition develops 
so rapidly that the infection must be transmitted 
more directly. However, when the cells are very 
highly developed, as in the case reported by the 
author, the infection may reach the tip of the pyra- 
mid by way of the cells as rapidly as by way of the 
veins. Auprey G. Morcan, M.D. 


Mollison, W. M.: A Brief Survey of the History of 
the Mastoid Operation. Proc. Roy. Soc. Med., 
Lond., 1930, xxiii, 381. 

Brown, L. G.: The Triumphs and Failures of the 
Mastoid Operation. Proc. Roy. Soc. Med., Lond., 
1930, xxiii, 385. 

Stewart, J. P., and Fraser, J. S.: The Radical 
Mastoid Operation. Proc. Roy. Soc. Med., Lond., 
1930, XXiii, 390. 

Watson, D.: A New Operation for Closure of a 
Postoperative Mastoid Fistula. Proc. Roy. Soc. 
Med., Lond., 1930, xxiii, 397. 

Mill, W. A.: Three Cases of Conservative Mastoid 
Operation with a Temporal Muscle Graft. 
Proc. Roy. Soc. Med., Lond., 1930, xxiii, 401. 


MOLLISON states that the first reference in the 
literature to surgical opening of the mastoid was 
made in 1649, but it is probable that the mastoid 
was operated upon as early as 1524. Operation was 
done first for the relief of tinnitus. It was not per- 
formed for the evacuation of pus until 1740 (Petit). 
In 1861, von Troltsch published a work on surgery of 
the mastoid, but credit for the mastoid operation is 
given to Schwartze (1873). Wilde, Toynbee, Hinton, 
and others modified the technique. In 1889, Stacke 
and Jensen evolved the radical mastoid operation 
which superseded trephination. In 1897, conserva- 
tion with preservation of the middle ear and ossicles 
(simple mastoidectomy) was advocated for acute 
cases. In 1904, Heath urged conservatism. In 1911, 
Stacke, in an article entitled ‘Conservative Radical 
Operations,” described the most recent form of the 
operation at that time. Since 1904, the technique 
and indications have been further changed. ‘The 
radical operation is now done only for chronic 
mastoid disease with suspected cerebral complica- 
tions and cholesteatoma. In 1926, Fraser stated 
that even cholesteatoma is not a positive indication. 

BROWN emphasized that the aims of the aural 
surgeon should be: (1) to eradicate the pathological 
condition, (2) to obtain complete and relatively rapid 
healing of the wound, and (3) to preserve, as far as 
possible, the physiological function of the organ of 
hearing. In acute mastoid disease, the simple mas- 
toid operation performed early and followed by care- 
ful after-treatment is all that is necessary to insure 
a good result. Surgery on the canal is contra-indi- 
cated except when there is a marked oedema of the 
canal. In chronic mastoid disease the choice of oper- 
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ative procedure is directly influenced by the degree 
of hearing retained. For the preservation of hearing, 
preservation of mobility of the round and oval win- 
dows is essential. The modified radical operation 
with preservation of as much as possible of the tym- 
panic membrane and middle ear contents is indi- 
cated. When the patient retains no useful hearing, 
the complete radical mastoid operation may be un- 
dertaken. Poor results of operation ‘are increased 
deafness with or without an aural discharge, fistulz, 
unsightly scars, facial paralysis, and intracranial 
complications. The last two are due to faulty tech- 
nique. Thorough eradication of all foci of infection 
in the mastoid and proper after-care are essential. 

STEWART and FRASER emphasize that acute ear 
conditions should be prevented from becoming 
chronic. Scarlet fever and measles are responsible 
for over half of the cases of mastoid involvement. 
Aural polypi with symptoms are responsible for a 
third of the operations on the mastoid. Polypi tend 
to recur after removal. In most of the cases the 
mastoids are cellular. Chronic mastoid conditions 
with pain should be operated upon. The incus is 
more liable to disease than the malleus. Perichondri- 
tis seldom occurs after operation. The most danger- 
ous postoperative complications are labyrinthitis and 
the resulting meningitis. When they occur, the 
labyrinth should be drained. Skin grafting decreases 
the pain and the length of time the patient is obliged 
to remain in the hospital. Patency of the eustachian 
tube and failure to keep up postoperative care are 
responsible for most of the failures of operation. 

In the operation described by WarTSON, an incision 
is made down to the bone an inch or so posterior to 
the auricular attachment. A large flap is dissected 
up with a tonsil elevator to the fistula, special care 
being taken where the flap is adherent to the dura. 
The tip of the fistula is grasped and cut free from the 
posterior meatal wall, and a Korner flap is cut and 
sutured to the anterior lip of the fistula by a Mathews 
suture. The fistula is then inverted and the raw 
surfaces are sutured. Any work necessary on the 
mastoid cavity is then done. The cavity is packed 
with iodoform gauze wrung out in 1:1,500 acriflavine 
and the original incision is sutured. 

MIL reports three cases in which, after a Schwartze 
operation, the incus was exposed by removing the 
outer wall of the aditus and was then removed. The 
bridge was left intact. The cavity was then cleaned 
with hydrogen peroxide and alcohol and filled with a 
temporal muscle flap cut as described by Kirch. 
After suture of the wound, a tight bandage was 
applied. The results as regards dryness of the ear 
and hearing were good. Manrorp R. WALTz, M.D. 


NOSE AND SINUSES 


Rouget and Ferrand: Ethmoiditis in the Child 
(L’ethmoidite chez l’enfant). Arch. internat. de 
laryngol., 1929, XXXV, 909. 

Whereas, in the adult, infection of the ethmoid 
sinus is usually associated with lesions of the frontal] 


and sphenoidal sinuses, in the child it is most often 
isolated because the two other sinuses do not develop 
until later. The predisposing causes are the same as 
those of otitis. Rhinopharyngeal infections play 
an important réle, especially in children with ade- 
noids. Measles, diphtheria, and particularly scar- 
let fever, are frequently complicated by a form of 
ethmoiditis which is accompanied by suppuration 
at the onset. In the authors’ experience, the bacteria 
most commonly responsible for the infection were 
staphylococci and streptococci, and staphylococci 
were discovered four times as frequently as 
streptococci. 

The clinical aspect of the condition is that of 
periorbital cellulitis with minimal rhinological signs. 
Following coryza or in the course of some other 
infectious disease, swelling occurs in the internal 
angle of the eye and both lids. If the swelling is very 
marked, the eyeball may be pushed downward, 
forward, or back. Some degree of diplopia usually 
ensues. Sometimes slight collateral circulation 
develops. The internal wall of the orbit presents a 
painful point, but the conjunctiva is normal. Move- 
ments of the eyeball are unaffected except for slight 
limitation in the upward and inward direction 
caused mechanically by the swelling. Slight 
anesthesia of the cornea is found at times, but the 
eyegrounds are always normal. 

In the roentgen picture, front view, the ethmoid 
shows a loss of transparency while the frontal and 
sphenoidal sinuses, if visible on the plate, are clear. 
With the use of Hirtz’s position it is possible to judge 
the extent of the lesion. 

The disease may run one of two courses: a course 
with congestion, which clears up rapidly under med- 
ical treatment or a course with suppuration. In 
the latter, which is particularly frequent in scar- 
let fever, the swelling increases, the temperature 
remains high, and the child is unable to sleep. 
Inability to sleep is a valuable sign in determining 
the necessity for operation. The course may be 
characterized by successive remissions and exacerba- 
tions. In one of the authors’ cases, several attacks 
of the congestive variety were followed, after an in- 
terval of months, by an attack with suppuration. 

As the infection is isolated, the prognosis is ex- 
cellent in the congestive forms and in general is good 
in the suppurative forms. However, in streptococcus 
infections and in cases which complicate scarlet 
fever, phlegmon of the orbit and meningitis are 
possibilities. 

In the congestive form, the treatment should 
consist in the application of moist hot dressings, 
disinfection of the nose, and the use of vaccines. In 
the suppurative forms, surgery is necessary. Access 
should be obtained by the orbital route. The 
ethmoid must be carefully cleaned out with the 
blade of the curette directed downward and inward, 
away from the dura and the eyeball. A few treat- 
ments with the ultraviolet rays after the operation 
will be found to give good results. 

FLORENCE A. CARPENTER. 
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Thibault and Raison: Septiczemias of Buccoden- 
tal Origin (Les septicémies d’origine bucco-dentaire). 
Presse méd., Par., 1929, xxxvii, 1528. 


According to the modern conception of septi- 
cemia, a series of microbic or toxic discharges occur 
from a focus of infection into the blood stream with 
resulting visceral metastases (pyemia) or without 
visceral metastases (septicemia). The septicemias 
of buccal origin are of two types, the acute and the 
chronic. In the acute forms the invading organism 
is usually the streptococcus or staphylococcus. The 
authors are in favor of immediate extirpation in 
most cases of this type, but recognize that the time 
of irftervention must often be determined by the 
local conditions. 

The theory that chronic dental infection may be 
a cause of distant lesions in various organs is of 
American origin and based on the studies of Rose- 
now and Billings. It is generally regarded as correct. 

In the discussion of this report, WEIL stated that 
the distant manifestations are often allergic because 
the recovery that follows the suppression of the 
focus is frequently more sudden than it would be if 
the organ were directly invaded by the streptococcus. 

ALBERT F. DE Groat, M.D. 


Birkett, G. E.: Radium Treatment of Buccal Car- 
cinoma. Brit. J. Surg., 1930, xvii, 4098. 


In the treatment of malignant disease in any site 
the primary growth, the immediate lymphatic 
drainage area, and distant metastases must be taken 
into consideration. Radium therapy cannot deal 
with metastases. The treatment of the primary 
growth in buccal carcinoma is on a satisfactory 
basis, but the problem of the treatment of the 
lymphatic drainage area is by no means solved. 
It is believed that the primary growth and the gland- 
bearing area should be treated as separate entities, 
and that the primary growth should be treated 
first. 

In the Manchester and District Radium Institute, 
the diagnosis is made almost invariably from the 
clinical picture. Biopsy is regarded as inadvisable. 

Lesions occurring in different areas of the mouth 
vary in their histological character. While all of 
them respond to radium, the most brilliant results 
from radium therapy are often obtained in advanced 
carcinoma at the base of the tongue. 

The radium treatment of the primary tumor has 
undergone a gradual evolution, but is now more or 
less standardized, whether the element or emanation 
is used. 

With regard to the advantages of the use of 
needles as compared with removable radon seeds 
there is a difference of opinion. As the external di- 
ameter of both needles and seeds is reduced to the 
minimum, the trauma from insertion is negligible. 
Seeds, however, have a relatively short active 
length (usually 0.3 mm.), whereas needles vary in 
length from 10 to 30 mm. 
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The author uses a minimal filtration of 0.5 mm. 
and a maximal filtration of 0.6 mm. of platinum. 

The dose is determined by the nature and extent 
of the growth. 

The needles are inserted under general anesthesia, 
induced preferably by the intratracheal method. 

The author does not remove septic teeth before 
beginning the treatment unless they are sharp and 
carious and have been the chief factor in the de- 
velopment of a growth in the middle third of the 
tongue. 

The needles are joined by stout silk thread before 
their insertion, and the silk thread is fixed to the soft 
tissues with catgut. 

Birkett has not come to any definite decision with 
regard to the use of the element or emanation, but 
has gained the impression that treatment with the 
element has been followed more frequently by necro- 
sis. 

The technique used by the author in various sites 
of the buccal cavity is described. In the treatment 
of the hard palate and alveoli, plates made of vul- 
canite are used, the units of irradiation being placed 
in a box. 

Protection of bony structures and soft tissues ad- 
jacent to the lesion by lead plates is regarded as un- 
necessary. 

By about the tenth day after the treatment quite 
an appreciable change in the lesion will be apparent. 
If the lesion was a projecting tumor, it will be con- 
siderably flattened, and for a variable distance 
around it from 1 to 2 cm. of the normal mucosa will be 
covered by an adherent greenish-yellow fibrinous de- 
posit. In cases of nodular lesions the treated area 
resembles an infarct and the line of demarcation be- 
tween the reaction zone and the surrounding mucous 
membrane is very sharply defined. Induration dis- 
appears within three or four weeks. If the response is 
perfect, little or no trace of the lesion will be left 
after from six to eight weeks. Over-treatment may 
lead to radium necrosis. This may not appear until 
some time after the irradiation. 

The treatment recommended for the lymphatic 
area is as follows: 

1. Cases without palpable glands. If the lesion is 
unilateral, block dissection is favored. When the 
lesion is bilateral, the most conservative procedure is 
irradiation of both sides of the neck by multiple foci. 

2. Cases with palpable but mobile glands. Block 
dissection should be done even when the condition 
is bilateral. In bilateral cases there should be an 
interval of two or three weeks between the opera- 
tions. The dissection should be followed after ten 
days by prolonged external irradiation. 

3. Cases with fixed glands. In the Manchester 


and District Radium Institute, the treatment in 
cases of this type which are not too far advanced has 
been along the same lines as the treatment of the 
primary growth by implantation. If surgery is de- 
cided upon, a block dissection should be done and 
followed by the implantation of radium needles or 
external irradiation with the use of a collar. 
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At the present time, treatment of the lymphatic 
drainage area with radium alone is not satisfactory, 
largely because of the fact that the supply of 
radium is limited. 

There are no figures for five-year end-results in 
England, but Continental workers report a five- 
year cure in 45 per cent of cases as regards the pri- 
mary site and absolute cure in 20 per cent. 

LAURENCE Curtis, M.D. 


NECK 


Lahey, F. H.: Primary Hyperthyroidism in Chil- 
dren. Surg. Clin. N. Am., 1929, ix, 1327. 

Primary hyperthyroidism or exophthalmic goiter 
is not rare in children. It occurs as typically in 
children as in adults. In the child the thyroid 
gland shows the same moderate enlargement and 
the same firm consistency, and stare, activation, 
excitability, nervousness, and tremor are as ap- 
parent as in the adult. Tachycardia and loss of 
weight are similarly present to a degree propor- 
tionate to the degree of intoxication. 

Because of uncertainty as to the degree of re- 
action in young children, Lahey has operated on 
practically all cases of primary hyperthyroidism 
in children in two stages, performing subtotal 
hemithyroidectomy first on the right side and, 
about six weeks later, on the left side. In most of 
the cases there was a marked reaction in the rapid- 
ity of the pulse, but in none was there any general 
reaction of such a character as to suggest danger of 
death. 
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As myxcedema is particularly undesirable in chil- 
dren, the author has made it a rule to leave slightly 
larger remnants of thyroid in children than in adults. 

SAMUEL Kaun, M.D. 


Palmer, W. W.: The Significance of Abnormal 
Metabolic Features in the Management of 
Thyrotoxicosis. Ann. Int. Med., 19309, iii, 651. 


Palmer points out the necessity of considering all 
of the abnormal metabolic features in the manage- 
ment of thyrotoxicosis. He discusses first the basal 
metabolism and the effect of iodine therapy. The 
difficulty of maintaining nitrogen equilibrium is 
cited. In the more toxic cases a caloric intake of 
from 75 to 100 per cent above the basal metabolism 
determined with the patient in bed is necessary to 
establish nitrogen equilibrium or a positive balance. 
The clinical evidences of toxicity are important. 
Sufficient food should be given to produce a gain in 
weight. 

Associated with the disturbance of nitrogen me- 
tabolism is the creatin-creatinine mechanism. Nor- 
mally, when a creatin-free diet is given, the urine is 
free from creatin, but in cases of thyrotoxicosis the 
normal creatinine output decreases and creatin ap- 
pears in the urine. A low-protein, high-caloric diet 
or the administration of iodine will cause the creatin 
in the urine to decrease or disappear. Whether or not 
this has any relation to the presence of a phosphorus- 
creatin compound in the muscles is not clear. 

The phosphorus-calcium balance is also altered, 
but its significance is not clearly understood. 

FRANK B. Berry, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Stricker, P., and Grueter, F.: Experimental Studies 
of the Function of the Anterior Lobe of the 
Hypophysis. The Influence of Extracts of the 
Anterior Lobe on the Genital Organs of the 
Rabbit and the Establishment of Lactation 
(Recherches expérimentales sur les fonctions du lobe 
antérieur del’ hypophyse. Influence des extraits du 
lobe antérieur sur |’ appareil génital de la lapine 
et sur la montée laiteuse). Presse méd., Par., 1929, 
XxXxvii, 1268. 

Numerous functions have been ascribed to the 
anterior lobe of the pituitary body, but one of the 
most remarkable is its influence on the genital or- 
gans. To Evans and his students belongs the credit 
of having drawn attention to this phenomenon first. 
Evans demonstrated that the administration of an 
extract of the anterior lobe causes the appearance of 
corpora lutea in adolescent rats. Smith, a pupil of 
his, found that, by the daily intramuscular trans- 
plantation of fragments of the anterior lobe of the 
hypophysis, it was possible to provoke sexual ma- 
turity in young female rats. Excision of the hy- 
pophysis before puberty retarded or suppressed the 
development of the genital organs. In the male, the 
effects were less noticeable. Zondek and Ascheim 
confirmed these findings. They regard the anterior 
lobe of the hypophysis as an activator of the ovarian 
function. The hormone of this lobe is found in the 
urine of pregnant women together with the follicular 
hormone. 

The authors conducted their experiments prin- 
cipally on the rabbit, an animal in which the ova do 
not mature and corpora lutea do not develop until 
after copulation. Extracts of the whole gland were 
employed. The purified extracts seemed to act only 
on the ovaries and not on the function of the mam- 
mary glands. 

When a young rabbit received two injections of an 
extract corresponding to 0.5 gm. of the gland given 
at intervals ranging from twenty-four to forty-eight 
hours, marked hyperemia and enlargement of the 
ovaries with swelling of the follicles and at times the 
formation of corpora lutea were observed. ‘These 
changes occurred in four or five days. After a series 
of from six to twelve injections the ovaries some- 
times resemble¢ a bunch of grapes because of the de- 
velopment of numerous large graafian follicles and 
corpora lutea. The ovarian changes were accom- 
panied by hyperemia and hypertrophy of the uterus 
and tubes. 

Rupture of the follicles in an adult rabbit in rut 
could be produced by a single injection of the extract. 

In the adult castrated rabbit, the extract caused 
hyperemia of the tubes and uterus, but the mucosa 
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did not undergo the changes preparatory to implan- 
tation of the ovum. 

No effects were noted in the breasts of young rab- 
bits, doubtless because the hypertrophy is dependent 
on the development of the corpus luteum, but when 
the extract was administered to adult rabbits in rut 
and after copulation with a sterilized male (vas li- 
gated) milk appeared from two to four days after the 
beginning of the injections. 

To determine whether the lactic secretion was 
dependent on the ovarian activity, rabbits were cas- 
trated ten days after a sterile coitus and then treated 
with the extract. The secretion of milk appeared as 
before, even after a delay of from three weeks to 
three months. In the latter instance the breasts had 
involuted. In the rabbit and dog, the secretion of 
milk may be re-established fifteen days after wean- 
ing of the young. Abert F, Dr Groat, M.D. 


Leopold, S. S.: Spontaneous Subarachnoid Hemor- 
rhage. Med. Clin. N. Am., 1930, xiii, 860. 


Subarachnoid hemorrhage may occur as the result 
of an inflammatory process such as syphilitic, tuber- 
culous, or meningococcic meningitis, as the result 
of a deficiency in factors concerned in blood coagula- 
tion, such as occurs in hemophilia, purpura, and 
leukemia, and as the result of trauma. 

Spontaneous subarachnoid hemorrhage is due to 
arterial aneurisms and arterial disease of non- 
bacterial origin. Its early age incidence is strong 
evidence against arteriosclerosis as a cause. Accord- 
ing to the literature, intracranial aneurisms in young 
persons are not uncommon and are hardly ever due 
to syphilis. 

It has been assumed that haemorrhage may occur 
from a functional vasomotor disturbance of the 
vessels in the subarachnoid region analogous to that 
which is supposed to occur in Raynaud’s disease and 
certain cases of migraine. 

The symptoms and physical findings resulting 
from the sudden extravasation of blood into a serous 
cavity are those of meningeal irritation and may be 
indistinguishable from those of meningismus or 
meningitis accompanied by moderate fever. Small 
hemorrhages produce a slight increase in the intra- 
cranial pressure, resulting in headache, vertigo, and 
vomiting, and occasionally a brief loss of conscious- 
ness. When the hemorrhage is large, coma and 
rapid death may ensue. Frequently the onset is pre- 
ceded by a snapping sensation referred to some 
part of the head. 

The diagnosis of spontaneous subarachnoid hem- 
orrhage is made by excluding all of the well-recog- 
nized causes of intracranial haemorrhage such as 
trauma, the rupture of an intracranial cyst, tumor, 
acute and chronic meningitis, malignant and sub- 
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acute infectious endocarditis, and diseases of the 
blood. The spinal fluid is usually under increased 
pressure and uniformly mixed with blood. In pre- 
liminary studies the author was unable to obtain 
evidence indicating that the van den Bergh test is 
capable of differentiating between blood due to pre- 
existing hemorrhage and that due to accidental 
contamination. 

Recovery may be expected when a small hemor- 
rhage results from sunstroke or some vasomotor 
disturbance and when the increased intracranial 
pressure is relieved by spinal puncture. In cases of 
hemorrhage occurring in youth presumably as the 
result of congenital weakness of the arterial walls 
or the rupture of small and probably congenital 
aneurisms, recovery is frequent although recurrence 
is not uncommon. In the cases of old patients with 
arteriosclerosis, the prognosis is extremely poor. 

In the diagnosis and treatment of spontaneous 
subarachnoid hemorrhage spinal puncture is in- 
dispensable. Other methods of reducing intracranial 
pressure, particularly the intravenous use of hyper- 
tonic glucose, may also be of value. 

RoBert ZOLLINGER, M.D. 


Green, F. H. K.: Miliary Aneurisms in the Brain. 
J. Path. & Bacteriol., 1930, xxxiii, 71. 


During an examination of the brains of ten ar- 
teriosclerotic subjects with high blood pressure, 
three undoubted miliary aneurisms were found. 
Two of them had ruptured, giving rise to small 
hemorrhages in the brain substance. The third was 
completely thrombosed and lay in relation to a zone 
of ischemic softening. 

The author suggests that miliary aneurisms arise 
only where atheroma involves the media of an ar- 
tery to an extreme degree. 

A technique is described for the search for miliary 
aneurisms in the brain. Davin J. Impastato, M.D. 


Towne, E. B.: The Treatment of Pituitary Tumors. 
Ann. Surg., 1930, xci, 29. 

This article is summarized as follows: 

1. Eighty per cent of pituitary adenomata are 
solid and 20 per cent are cystic. 

2. Twenty per cent of patients retain useful 
vision for more than five years after operation; 80 
per cent show no improvement or, after more or 
less marked improvement, develop a recurrence after 
about two years. 

3. The operative treatment of pituitary ade- 
nomata has a mortality ranging from 7 per cent up- 
ward. Roentgen treatment has no mortality. 

4. Cases are reported which show that long-con- 
tinued favorable results may be obtained from 
roentgen treatment and that if the result is not 
good a cystic tumor favorable for surgery may be 
diagnosed. 

5. The custom of following surgery immediately 
by roentgen-ray treatment confuses the issue. The 
two methods may be used separately without jeop- 
ardizing the chance for cure. 


6. It is proposed that all pituitary adenomata be 
treated with the roentgen ray under the observation 
of the ophthalmologist and the neurosurgeon, that 
the treatment be stopped as soon as improvement 
begins, and that surgery be undertaken short of six 
months only when visual acuity and fields recede 
under roentgen-ray treatment. 

Eric OLDBERG, M.D. 


SPINAL CORD AND ITS COVERINGS 


Makrycostas, K.: The Practical Clinical Significance 
of Angioma of the Vertebrze (Ueber die prak 
tisch-klinische Bedeutung des Wirbelangioms). Arch. 
f. klin. Chir., 1929, clv, 663. 

The author states that in 2,154 cadavers in which 
a search for vertebral angiomata was made by 
Schmorl, such tumors were found in about 12 per 
cent. In some instances they were multiple. 

Vertebral angiomata rarely give rise to definite 
symptoms. When they do, the symptoms are those 
of transverse myelitis. They produce severe symp- 
toms most frequently in youth. Sometimes they 
cause death from compression myelitis. 

The author reports in detail the findings in a 
case of angioma of a verteb a which was discovered 
accidentally at autopsy on the body of a man thirty- 
one years of age. The tumor involved the entire 
vertebral body and had encroached onto the verte- 
bral arches. 

Makrycostas believes that the diagnosis can be 
made during life by roentgen examination, espe- 
cially when the tumor has attained a size sufficient 
for it to cause noteworthy clinical symptoms and 
has produced a “‘ballooning”’ out of the body of the 
vertebra. Hook (Z). 


SYMPATHETIC NERVES 


Rogers, L., and Hemingway, A.: Periarterial Sym- 
pathectomy: An Experimental Investigation of 
the Effects of This Operation upon Local Cir- 
culation. Brit. J. Surg., 1930, xvii, 473. 


The authors performed periarterial sympathecto- 
my on the femoral or popliteal artery or both vessels 
in cats and on the common carotid artery in rabbits. 
The method usually employed was carbolization. In 
the experiments on the cats they compared the circu- 
lation of the hind leg of the side on which the sym- 
pathectomy had been done with the circulation in 
the hind leg of the normal side by the use of vasodila- 
tors such as acetyl choline and histamine. Vasodi- 
latation usually followed the operation, but was very 
transient. In a comparison of heat production on the 
side operated upon and the normal side very little 
difference was noted. 

In the experiments on rabbits the ear on the side 
on which the carotid artery was carbolized showed 
vasodilatation for about forty-eight hours. Section 
of the main sympathetic trunk produced a similar 
but much more marked and prolonged dilatation. 

Leo M. Daviporr, M.D. 


























MISCELLANEOUS 


Collier, J.: Localization of Function in the Nervous 
System. Brit. M.J., 1930, i, 55. 


This article is an exposition of the most recent 
advances in the localization of function in the nerv- 
ous system, in which the author traces the develop- 
ment of nervous system localization from its idea- 
tion by Gall up to the present time. 

The author’s conclusions are as follows: 

“In the consideration of a faculty of the nervous 
system it is just to locate the function in the whole 
of the anatomical substratum connected with it, 
and not in any one part of it. The substratum is a 
path commencing in the periphery, entering the 
central nervous system, and converging with other 
paths which modify its function at each convergence; 
entering the cortex of the brain and spreading widely 
with infinite convergences and modifications of func- 
tion, and gathering again thence to return to the 
periphery. Insofar as this path is compact and single, 
it is vulnerable to local destructions. Inasmuch as 
it is diffuse or duplicated in another place, it is not 
vulnerable. In the cortex of the brain the paths soon 
become diffused. Keep away from those regions of 
the cortex through which the compact single paths 
to and from the periphery are known to pass and 
ablations will produce no loss of function, for the 
path is here too widely spread and the function too 
widely distributed to be influenced by small local 
loss; nor will such terms as ‘annexes,’ ‘association 
areas,’ or the word ‘psycho’ prefixed to any word 
that you may wish, satisfy us, in the absence of any 
definite evidence, as to the functions of the highest 
product of evolution—the cerebral cortex. 
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“The experimental physiologists of today have 
laid down that the motor cortex is only so-called by 
them because it is more excitable than the rest of 
the cortex, and that even in this region lability of 
function, facilitation, and deviation of response are 
more characteristic features than is localization; and 
that there must be other mechanisms than this pre- 
central cortex which act directly upon the lower 
motor mechanism by means of direct descending 
fibers; and that normal motor activation takes place 
through descending fibers from many parts of the 
cortex; and that in complex motor activity the 
cerebral cortex acts as a whole, though the activity 
of some parts of it may be accentuated and of other 
parts depressed; and that the activity of any one 
part of the cortex is conditioned by the balance of 
innumerable activities which proceed from other 
parts of the cortex. The physiologists have aban- 
doned the localization of function within the cerebral 
cortex, and this position is in accord with clinical 
evidence in man. 

“It is obvious that each region of the cerebral 
cortex must be of equal functional importance in 
the makeup of the perfect animal, yet it is difficult 
to give up the belief that those regions of the cortex 
which immediately border upon the junctions of the 
cortex with the sensory path, the visual path, the 
auditory path, and the pyramidal path are more es- 
pecially connected with the functions these paths 
subserve. But it must be carefully borne in mind 
that the evidence in favor of this belief, upon the 
experimental side, is solely the facilitation experi- 
ments of Graham Brown, while upon the clinical 
side there is no certain evidence whatsoever.” 

Davin J. Impastato, M.D. 








CHEST WALL AND BREAST 


Bloodgood, J. C.: The Changing Clinical Picture 
of Lesions of the Breast. Am. J. M. Sc., 1930, 
clxxix, 27. 

Bloodgood states that women are now coming for 
examination for breast conditions earlier than for- 
merly, and he emphasizes that it is quite as impor- 
tant for the diagnostician to tell when not to oper- 
ate as when to operate. According to Bloodgood’s 
earlier records, 80 per cent of breast diseases were 
malignant when the patient came for examination, 
whereas according to his more recent records, only 
17 per cent were malignant when treatment was first 
sought, and in 65 per cent of the cases of benign con- 
ditions operation was not indicated. In former years 
it was minor diagnosis, major surgery, and minimal 
results. Today, it is major diagnosis, minor surgery, 
and maximal results. 

In considering the benign conditions of the breast 
for which operation is not indicated, Bloodgood dis- 
cusses: (1) pain, (2) painful scars, (3) discharge 
from the nipple, (4) retraction of the nipple, (5) 
lesions of the nipple suggesting Paget’s disease, (6) 
the history of a disappearing tumor, (7) tumors in 
women under twenty-five years of age, (8) tumors in 
women over twenty-five years of age, (9) tumors in 
the axilla, aberrant breasts, lipomata, lymph-gland 
involvements, and lesions of the sebaceous and sweat 
glands, (10) unilateral hypertrophy, (11) diffuse vir- 
ginal hypertrophy, (12) changes in the breast result- 
ing from atrophy after lactation, and (13) skin lesions 
of the areola and the skin over the breast. 

Pain. Pain is a more frequent symptom of the on- 
set of a benign tumor than of the onset of a malig- 
nant tumor. This is probably due to the fact that it 
is more frequent in the breasts of women in the age 
limits of benign lesions and less frequent in those of 
women at the cancer age. Pain and tenderness are 
of no value in the differential diagnosis of breast 
lesions. The author has never found a malignant 
tumor of the breast in a woman who sought examina- 
tion on account of pain only. 

Painful scar at the site of an operation. A painful 
scar is not a sign of recurrence of the disease for 
which the operation was performed. A scar should 
never be excised for pain only. If the patient is re- 
lieved of the fear of cancer she readily tolerates the 
pain. 

Discharge from the nipple. No matter what the 
character of such a discharge may be, it is not a sign 
of cancer. The most frequent cause of a discharge 
from the nipple is a papilloma in a duct. The dis- 
charge produced by a papilloma is hemorrhagic or 
serous. The author’s records reveal no case of cancer 
of the breast developing in a papillomatous cyst. 


SURGERY OF THE CHEST 


504 


Retraction of the nipple. Intermittent retraction of 
the nipple is a sign of chronic cystic mastitis or 
shotty breast rather than of malignancy, but in a 
case of recent retraction, cancer must be suspected 
whether a lump can be felt or not and the breast 
should be explored. The nearer a small palpable 
lump to the nipple, the less reliance can be placed on 
retraction of the nipple as a sign of cancer. How- 
ever, retraction of the nipple should be regarded as 
suggesting malignancy until cancer is positively 
ruled out. 

Lesions of the nipple suggesting Paget’s disease. 
Unless a positive clagnosis of Paget’s disease is 
made, such lesions should be treated twice a day by 
cleansing them with soap, water, and alcohol and 
then covering the nipple with vaseline and gauze. 
If this treatment does not heal the irritation, the 
lesions should be excised with the areola and breast 
tissue beneath and an examination made of frozen 
sections. If malignancy is found, the complete oper- 
ation should be done. 

The history of a disappearing tumor. It has now 
been established that except in cases of caked breast 
and lactation mastitis, the history of a disappearing 
tumor is an indication of chronic cystic mastitis. 

Tumors in women under twenty-five years of age. 
The chief reasons for the removal of a tumor in or 
near the breast of a female under twenty years of age 
are the possibility that an aberrant adenoma may 
grow rapidly and that an intracanalicular myxoma 
may become a sarcoma after a certain enlargement 
has been reached. After the twentieth year, all pal- 
pable tumors in or near the breast should be re- 
moved. Tumors in and about the breasts of chil- 
dren are rare. If they are not directly in the breast 
it is safer to remove them on account of the danger 
of sarcoma in the young. 

Tumors in women over twenty-five years of age. Of 
the breast conditions occurring after the twenty-fifth 
year of age, the author discusses the shotty breast, 
dilated ducts beneath the nipple, the lumpy breast, 
and chronic cystic mastitis. 

The shotty breast (diffuse papillary cystadenoma) 
is now considered a distinct clinical entity and a con- 
dition in which operation is seldom indicated. Shotty 
breasts are rarely large and are never of the fatty 
type. The condition is practically never seen after 
the menopause. As a rule it is bilateral. It may in- 
volve a portion or all of the breast. The parenchyma 
is distinct and filled with shotty masses. There is a 
distinct edge like the edge of the liver, and the breast 
may be lifted up like a saucer. This type of breast is 
not as translucent as the fatty senile breast, but con- 
tains no dark areas. 

Dilated ducts beneath the nipple are found as a 
rule later in life than the shotty breast. The women 
































are approaching the menopause and are apt to be 
overweight, while those with diffuse papillary cyst- 
adenoma are underweight. Palpation reveals, be- 
neath the nipple and areolar zone, one or more 
masses, usually of the shape of worms and often no 
larger than the largest angle worm. The surgeon and 
pathologist should bear in mind that the gross find- 
ing of dilated ducts filled with grumous material is 
against cancer; also that frozen sections may be 
difficult to interpret because the periductal lymphoid 
granulation tissue will destroy the basement mem- 
brane and basal ceils of the duct and the rapidly 
proliferating epithelial cells of the duct will grow in 
this granulation tissue and simulate cancer. 

Lumpy breast has been described by Warren as 
‘‘cobble-stone breast.” It is usually bilateral and 
is the most common finding in women seeking advice 
regarding a breast condition. Multiple lipomata 
may produce a lumpy ‘breast. Senile breasts with 
irregular distribution of fat and fibrous stroma and 
lactating breasts with residual areas of lactation 
hypertrophy are lumpy breasts. Dilated ducts be- 
neath one or both nipples are found only rarely in 
shotty breasts, but frequently in lumpy breasts. In 
younger women, multiple encapsulated adenomata, 
and in older women, chronic cystic mastitis may pro- 
duce multiple definite lumps in one or both breasts. 
As a rule, benign multiple lesions are bilateral and 
malignant lesions are unilateral. Too many breasts 
of older women are sacrificed because of multiple 
blue-domed cysts. 

Chronic cystic mastitis or caked breast may pro- 
duce a tumor of the diffuse mastitis type. There is 
nothing more insidious than the type of cancer that 
produces an area of induration like that of a caked 
breast. There are only two types of mastitis in 
which delay of operation is justifiable—the mastitis 
of pregnancy or lactation associated with fever and 
leucocytosis and clinical evidence of inflammation, 
and the typical shotty breast, which is bilateral. 
When the shotty breast presents a diffuse, hard zone 
without the multiple shot-like areas, exploration 
should be done. When a mass in the breast of a 
woman over twenty-five years of age suggests mastitis 
on palpation, exploration should not be delayed. 

Aberrant breast tissue in the axilla. Aberrant breast 
tissue in the axilla has been the site of cancer in 3 
per cent of the cases reviewed by the author, but is 
not an indication for operation unless a definite 
tumor can be palpated or the mass becomes so large 
that it is troublesome. The axilla may be the site 
also of sebaceous and sweat-gland nodules. 

Unilateral hypertrophy of the breast. After the age 
of puberty, unilateral hypertrophy of the breast 
usually means some form of encapsulated adenoma. 
If the mass is larger than a quadrant of the breast, 
sarcoma is suggested. In the male, diffuse hyper- 
trophy begins in one breast and from three to six 
months later appears in the other breast. If it is left 
alone, it will disappear again in a few months. Can- 
cer of the breast in the male is insidious. When fully 
developed clinically it is usually hopeless. Therefore 
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when a man comes under observation with an en- 
largement of one breast of a few weeks’ duration, 
the whole area should be excised. If the tumor is 
benign, the patient and his physician should be in- 
formed that the other breast will enlarge also, but 
should be left alone. 

Diffuse virginal hypertrophy. This condition may 
produce an infiltration beneath the corium of lobules 
of the breast parenchyma. 

Changes in the breast resulting from atrophy after 
lactation. When the patient with atrophic changes 
is in the proper position for inspection and palpation 
of the breast, that is, reclining on her back with her 
arms over her head, the nipples fall into a depression 
in the breast like a crater and the areola and skin 
around the nipple are thrown into wrinkles. This 
finding is not a sign of cancer. The depression usu- 
ally disappears when the woman sits up or places 
her arms at her sides when she is lying down. 

Skin lesions of the areola and the skin over the breast. 
Skin lesions of the breast should be treated in the 
same way as skin lesions elsewhere. Elevated pig- 
mented moles and warts should be removed. As skin 
metastasis may be the first evidence of breast can- 
cer, all subcutaneous nodules should be removed and 
sectioned. 

In conclusion, the author gives a detailed descrip- 
tion of the technique of examining the breast. 

Paut W. Sweet, M.D. 


Charteris, A. A.: On the Changes in the Mammary 
Gland Preceding Carcinoma. J. Path. & Bac- 
teriol., 1930, XXxiil, Lor. 

Charteris made a histological study of forty-eight 
breasts removed by operation on account of car- 
cinoma. Forty-one of the breasts were involved also 
by so-called cystic mastitis. In thirty-one of the 
forty-eight cases the malignant growth was believed 
to have arisen from the ducts. 

It was found that all grades of epithelial hyper- 
plasia may be present in the ducts and acini. The 
earlier stages are usually to be seen in association 
with ‘‘chronic mastitis.”” The process may result 
in the formation of papillomatous growths with a 
variable amount of stroma or in a more cellular and 
diffuse growth without stroma. The more purely 
cellular hyperplasias may be traced through a series 
of progressive developments in which changes in 
the character of the cells at last become apparent. 
No line of demarcation between the various stages 
can be made out; the stages merge insensibly with 
each other until finally the ducts and acini are filled 
with cells indistinguishable histologically from can- 
cer cells—intraduct carcinoma. Ultimately these 
cells break through the duct wall and invade the 
tissues, forming a cancerous tumor. 

These observations indicate that the onset of 
cancer in the breast is frequently the result of a long 
series of proliferative changes occurring mainly in 
the duct epithelium and beginning as relatively 
simple lesions the study of which might give in- 
formation of value in the prophylaxis of cancer. 
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They indicate also that the development of cancer 
in the breast is usually associated with certain 
proliferative changes occurring in the lactiferous 
ducts and, to a lesser extent, in the related acini, 
which affect especially the lining epithelium and are 
almost always accompanied by what is usually de- 
scribed as ‘‘chronic cystic mastitis.” 

Joseru K. Narat, M.D. 


Pfahler, G. E., and Parry, L. D.: Results of Roent- 
gen Therapy in Carcinoma of the Breast. 
J. Am. M. Ass., 1930, xciv, tor. 


This report is based on 939 cases of carcinoma of 
the breast which were treated at least three years 
ago. 

The end-results in cancer of the breast depend 
upon the type of the cancer, the patient’s age and 
resistance, the extent of metastasis, the stage and 
rapidity of the growth, the regions invaded, and the 
length of time the symptoms were present before 
treatment was begun. The authors have found that 
grading of the tumor tissue is of little value in the 
prognosis. 

Of the 939 patients whose cases are reviewed, 
1.3 per cent were males and 75 per cent were mar- 
ried. ‘The cancer involved the right breast in 46 
per cent of the cases, the left breast in 48 per cent, 
and both breasts in 6 per cent. In 56 per cent, at- 
tention was first attracted to the breast by a lump; 
in 20 per cent, by pain; and in 14 per cent, by an 
injury. The youngest patient was sixteen years of 
age, and the oldest, eighty-five years. Sixty-four 
and four-tenths per cent of the patients were be- 
tween thirty and fifty-five years old. The average 
length of time the symptoms had been present be- 
fore the patient applied for any kind of treatment 
was nineteen months. 

The authors believe that X-ray treatment should 
be given within two weeks after operation. They 
have found that it does not interfere with wound 
healing. Since 1916, they have been recommending 
pre-operative as well as postoperative irradiation. 
For operable cases they advocate preliminary treat- 
ment with from 80 to 90 per cent of the erythema 
dose during a period of two weeks, followed by opera- 
tion three days after the last irradiation. They give 
postoperative irradiation within from ten days to 
two weeks after the operation in order that any 
carcinoma cells left behind will be destroyed be- 
fore their blood supply is re-established. Low- 
voltage rays are used over the mammary region 
in order to avoid injury to the heart and lungs. 
Over the axilla, the coracoid region, and the supra- 
clavicular region, high-voltage rays are employed. 
Twelve treatments are usually given in the first 
series, and the treatment is repeated after an in- 
terval of from four to six weeks. In inoperable 
cases it is necessary to continue the treatment for 
from two to three months to obtain a certain fibrosis 
and encapsulation. 

Postoperative X-ray treatment was given in 242 
of the authors’ cases. Of 51 patients with an operable 
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cancer in the early stages, 96 per cent were free from 
symptoms at the end of three years and 89 per cent 
were free from symptoms at the end of five years. 
Of 99 patients who came for treatment in a late 
operable condition with involvement of glands, 63 
per cent were free from symptoms after three years 
and 47 per cent after five years. 

In reviewing statistical reports as to the results of 
surgery and irradiation in carcinoma of the breast, 
the authors found that in cases without palpable 
glands a five-year cure was obtained by surgery 
alone in 77 per cent of the cases and by surgery 
combined with irradiation in 74 per cent. ‘Their 
own records show that the combined method re- 
sulted in recovery in 89 per cent. 

In the authors’ 404 cases of recurrent carcinoma 
treated by irradiation, the incidence of five-year 
cure was 18 per cent. 

Of 156 patients treated for primary inoperable 
carcinoma five or more years ago, 26 per cent are 
still alive. 

Of 39 cases of primary operable carcinoma in 
which the diagnosis was definite, a five-year re- 
covery was obtained in 87 per cent. 

The authors conclude that statistics do not justify 
the replacement of operation by primary irradia- 
tion, but that operation should be supplemented by 
irradiation in all cases. ALTON Ocusner, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Francis, B. F.: Changes in the Shape and Size of 
the Tracheobronchial Tree Following Stimu- 
lation of the Vagosympathetic Nerve. Arch. 
Surg., 1929, Xix, 1577. 

In experiments on dogs and cats carried out with 

a technique similar to that used by Heinbecker, 

Francis found that stimulation of the vagosym- 

pathetic nerve results in a slight but definite decrease 

in the diameter of the tracheobronchial tree. 
Rar B. Berrman, M.D. 


Heinbecker, P.: Caliber Changes in the Bronchi in 
Normal Respiration. Arch. Surg., 1929, xix, 1574. 


The changes in the caliber of the bronchi during 
normal respiration were studied in five human sub- 
jects and three animals. 

In the human subjects, the observations were 
made after the instillation of 40 per cent iodized oil 
into the bronchial tree. Roentgenograms were made 
at a fixed distance and at definite stages of the re- 
spiratory cycle. 

The roentgenograms showed that the bronchi and 
bronchioles are widest at the end of full inspiration 
and narrowest at the end of full expiration. In quiet 
breathing the changes in caliber are slight. In some 
of the long bronchi, particularly those to the lower 
lobe, a narrowing occurs during the first part of 
inspiration. 

In experiments on recently killed animals the 
changes in the thorax occurring during the usual 
respiratory cycle could be reproduced mechanically. 
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The results paralleled those in the living lung, con- 
sisting in a shortening and narrowing of the bronchi 
with deflation, an elongation and possible narrowing 
with partial inflation, and a widening with more ex- 
tensive inflation. 

The author also discusses the nervous mechanism 
of the bronchi. His statements are based on an 
analysis of the action potential of the sympathetic 
and vagus nerves of the turtle. 

Ratpu B, Betrman, M.D. 


Overholt, R. H., Pendergrass, E. F., and Leopold, 
S. S.: Postoperative Pulmonary Atelectasis; 
Report of an Unusual Case. Surg., Gynec. & 
Obst., 1930, 1, 45. 

In the case reported the most marked displace- 
ment of the mediastinal structures toward the af- 
fected side and the greatest elevation of the dia- 
phragm occurred at a time when the density of the 
lung was very little increased, and partial return of 
the mediastinal structures toward their normal posi- 
tion occurred when the density of the middle and 
lower lobes had reached the maximum. 

Ratru B, Betrman, M.D. 


Martin, B.: Experimentally Produced Pulmonary 
Embolism in the Dog Cinematographically 
Portrayed (Ueber experimentell erzeugte Lungen- 
embolie bei Hunden durch kinematographische 
Aufnahmen festgehalten). Arch. f. klin. Chir., 1929, 
clv, 577: 


In the experiments reported the femoral vein was 
exposed and then closed proximally by a weak- 
springed forceps and a thrombus was produced in it 
by the injection of liquor ferri sesquichloridi diluted 
one-half with normal salt solution to which barium 
sulphate had been added. 

The formation of the thrombus required about 
twenty seconds, but before the mass could become 
adherent to the vessel walls from the action of the 
chloride of iron, the way to the heart was opened by 
loosening the forceps. The thrombus then became 
an embolus of the lung. The process required from 
two to ten seconds and could be easily observed on 
the roentgen screen. 

In the region of the inferior vena cava the embolus 
proceeded slowly and continuously forward, in some 
instances suffering a backward push with each clo- 
sure of the tricuspid valve, but after it had passed 
through the diaphragm its motion was accelerated 
as though it was pulled onward into the right heart. 
In the right ventricle it was whirled about a few 
times, broken up, and then driven like a cloud of fine 
dust and in the fraction of a second into the branches 
of the pulmonary artery, particularly those in the 
lower lobes. The upper lobes remained practically 
free. In two instances the tiny mass was held by 
the ligamentous strands of the right ventricle; in 
one instance a non-disintegrated ‘straddle’ em- 
bolus was observed; and in the case of an animal 
which survived the embolism a moderate retrograde 
growth of the mass was seen. 
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In forty-two of the forty-five dogs the embolism 
was fatal. Only four of the animals survived longer 
than thirty hours. Five died within ten minutes. 
Of the three which survived, two were plainly 
“embolus sick,” with more or less irregular and 
spasmodic respiration and a fast and irregular pulse. 

Diminished respiratory surface in the lung does 
not account for death from embolism. The chief 
factor is the cardiac disturbance. The right heart 
struggles against the unaccustomed resistance, and 
in spite of increased exertions and in spite of the 
administration of camphor and strophanthin is 
unable to overcome it. 

In the experiments reported the thrombus drew 
after it the equally roentgen-opaque contrast me- 
dium which had not yet become hardened into a 
solid mass and was strung out behind. 

With regard to the conditions under which a 
thrombus becomes an embolus, the author states 
that when there is complete closure of the lumen of 
the vessel by a thrombus, dislodgment of the mass 
by the blood stream is not to be feared unless a 
powerful force drives the mass forward as a whole. 
When the lumen is not completely blocked and the 
thrombus is only partially adherent to the vessel 
wall, the danger of embolism is present. A floating 
part of the thrombus is always broken loose when 
the mass develops forward over the site of anasto- 
mosis of the vein with another vein so that it be- 
comes involved in two currents. 

In the treatment of pulmonary embolism, the 
heart should be strengthened, venesection should 
be done to relieve the right heart, and the respiration 
should be stimulated by the administration of car- 
bon dioxide. Max Buppe (Z). 


Singer, J. J.. and Graham, E. A.: Clinic Demon- 
strations. Arch. Surg., 1920, xix, 1552. 


The authors discuss the codperation between the 
medical and surgical services which has been the 
main feature in the development of their chest 
surgery. They state that in large general hospitals 
patients in the medical wards are often not given the 
benefit of possible surgical help because of the lack 
of such coéperation. 

Like many others, Singer and Graham have found 
that even very large abscesses of the lung may be 
healed in time by merely postural drainage. They 
believe that as a rule the abscesses which respond 
readily to bronchoscopy are of the same type as 
those which heal with pulmonary drainage or respond 
to collapse therapy. In acute cases they resort to 
surgery only after five or six weeks, and only after 
postural drainage and pneumothorax have definitely 
failed. Cautery lobectomy is reserved particularly 
for multiple chronic abscesses of the lung. 

The authors believe that bronchiectasis is becom- 
ing less frequent. They state that they have very 
frequently noted a relationship between this condi- 
tion and chronic infection of the nasal sinuses, and 
have often found that when the nasal sinuses were 
cleared up the symptoms diminished. 
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In the surgical treatment of tuberculosis, Singer 
and Graham are in the habit of removing larger 
sections of the ribs than is usually advised. 

A case of cardiolysis for chronic mediastinal peri- 
carditis is reported. 

The results obtained in chronic pulmonary sup- 
puration treated by cautery pneumectomy are 
shown in the following table: 


CHRONIC PULMONARY SUPPURATION TREATED 
BY CAUTERY PNEUMECTOMY 


No. % 

RNR Gs a aheo are rere Do eer oe 54 
Definite improvement...................... 36 66.6 
Moderate improvement...................-- 2 3.6 
ee s 536 
No improvement. ... . — Ses, Sere 7 12.6 
Deaths (operative mortality)................ 6 11.0 
Late results: 

SMD So hioe Sih obo Rieke ke Watt ee wets 54 
Patients still alive (all at work).............. 36 66.6 
Definite improvement... ... estes 34 63.0 
Moderate improvement......... Sassen = ee See 
Slight improvement...... St Oe ° 
Se ees aerece re are :r 2.6 
Deaths (operative mortality)................ 6 11.0 
Late deaths, not directly due to operation.... 12 22.0 
Bronchial fistula still present................ 17 47.0 


RaAvcpu B. BetrmMan, M.D. 


(ESOPHAGUS AND MEDIASTINUM 


Andrus, W. DeW., and Donnelly, J. L.: The Effects 
of Certain Operations on the @sophagus of the 
Dog, Including (sophageal Obstruction and 
Complete (sophageal Fistula. Arch. Surg., 
1930, XX, I. 

All of the operations reviewed were performed 
under ether anesthesia after the preliminary hypo- 
dermic administration of %4 gr. (0.016 gm.) of 
morphine sulphate. The morphine caused emesis 
and purging. Samples of blood were drawn before 
and at intervals after the operation and determina- 
tions of the blood chlorides, the carbon-dioxide com- 
bining power of the plasma, the blood urea-nitrogen 
and, in some cases, the blood sugar were made. 
In some of the experiments, the rectal temperature 
was taken before the operation and daily thereafter. 
All of the dogs were kept in cages, and at first the 
amount of urine and feces excreted was recorded. 
The excreta were scanty, however, and after care- 
ful measurement and analysis in a few cases further 
collection was abandoned as the data obtained were 
not significant. A series of animals were weighed 
before operation and after death and the loss of 
weight was noted. At necropsy, all animals were 
discarded from the series in which an obvious cause 
of death other than cesophageal obstruction, such 
as empyema, pneumonia, or mediastinitis, was dem- 
onstrable. 

In order to make the operations similar in as many 
cases as possible the following procedure was used 
in most instances: 
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An ordinary wooden spool was whittled into an 
hour-glass shape and the hole through the middie 
enlarged to permit the insertion of a thin-walled, 
nickel tube about 1 cm. in diameter. This tube 
projected for a distance of about 1 in. from the 
lower end of the spool. To produce obstruction, 
the hole in the spool was plugged with wood, and 
to produce an cesophageal fistula a soft-walled rub- 
ber tube of large caliber was attached to the nickel 
tube projecting from the spool and brought out 
through a tangential gastrostomy opening. In the 
cases of other dogs which were subjected to opera- 
tions of practically the same magnitude as those 
with obstruction and fistula, the spool with the 
short nickel tube inserted was ligated in the cesoph- 
agus so that it did not prevent the passage of 
saliva into the stomach. 

The striking result of these experiments was that 
the dogs invariably died following the sudden and 
complete obstruction of the oesophagus and following 
the production of an oesophageal fistula without 
the subsequent administration of fluids. The cause 
of death under such circumstances is not clear. 
While dehydration may play a rdéle, it is not the 
sole agent, as is evidenced by the fact that animals 
can live for thirty days or more when food and water 
are entirely withheld. Moreover, animals dying 
with oesophageal obstruction do not exhibit the 
terminal rise in the temperature usually noted in 
animals dying from dehydration. 

The studies of the changes in the chemical com- 
position of the blood in this series indicated a 
tendency toward a decrease in the carbon-dioxide 
combining power of the plasma and in the chlorides 
of the blood in some animals, but these changes were 
not constant. In a few instances the blood urea- 
nitrogen showed a terminal rise. The average dura- 
tion of life following the production of an oesophageal 
fistula and without the administration of fluids was 
seventy-three hours. One animal lived for six days. 

The authors have been unable materially to in- 
crease the duration of life of animals with cesoph- 
ageal obstruction by the administration of sodium 
chloride or of sodium chloride and sodium bicar- 
bonate. 

The fact that the animals with cesophageal fistula 
died almost as soon as those with cesophageal ob- 
struction and apparently in a similar manner sug- 
gests that the loss of saliva may play an important 
role in the lethal outcome. Studies are now being 
made with regard to this problem. 

Joun J. MAtoney, M.D. 


Ballon, H. C., and Francis, B. F.: The Conse- 
quences of Variations in Mediastinal Pressure; 
Mediastinal and Subcutaneous Emphysema. 
Arch. Surg., 1929, xix, 1627. 

Practically all of the forty experiments reported 
in this article were performed on rabbits because the 
mediastinum of the rabbit is best fitted for such in- 
vestigations. The effects of a sudden confined in- 
crease in the mediastinal pressure were determined 
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by means of a rubber balloon placed in the medias- 
tinum. The consequences of such increased pressure 
were local, and varied directly with the extent to 
which the balloon was inflated and the position it 
occupied in the mediastinum. The initial change in 
the blood pressure following the injection of air into 
the rubber balloon was always a fall. The anterior 
mediastinum was considered to lie in front of the 
root of the lung, and the posterior mediastinum be- 
hind the root of the lung. 

Compression of the large blood vessels occurs 
much more easily than compression of the trachea or 
bronchi. Some of the consequences of increased 
mediastinal pressure are pulmonary emphysema, 
stagnation of blood in the lungs, interference with 
heart action, oedema of the lungs and the tracheo- 
bronchial mucous membrane, and the appearance of 
fluid in the pericardial cavity. The position and size 
of the opening which is allowing air to escape into 
the mediastinum are of the same importance as in 
open pneumothorax. ‘The presence of a tension 
pneumothorax or an uncomplicated unilateral or 
bilateral pneumothorax as consequences of medias- 
tinal emphysema must always be excluded. 

Mediastinal emphysema was produced directly 
by various means, including the direct injection of 
air into the mediastinum and the production of a 
tracheal fistula. The air causing the emphysema fol- 
laws the normal fascial planes, particularly the 
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sheaths which surround blood vessels. It may ex- 
tend also retroperitoneally, outline the kidneys, and 
compress the renal vessels. Large amounts of blood 
may become stagnant in the lung without producing 
marked pressure changes in the circulation. 

The direct injection of frequent small amounts of 
air into the mediastinum caused a fall in the blood 
pressure and an increase in the respiratory rate. The 
blood pressure soon returned to normal if the in- 
jections were not repeated too frequently. In the 
venous pressure, only gradual rises and falls were 
observed. These followed no definite rule. Transi- 
tory terminal rises in the venous pressure concomi- 
tant with the fall in the arterial pressure were noted. 

The effects of the injection of mixtures of parafiin 
and iodized oil which solidified were also determined. 

Jacos M, Mora, M.D. 


Duguid, J. B., and Kennedy, A. M.: 
Tumors of the Mediastinal Glands. 
& Bacteriol., 1930, xxxiii, 93. 

After citing Barnard’s theory that the “oat-cell 
sarcoma” of the posterior mediastinum is a medul- 
lary carcinoma of the bronchus, the authors report 
a tumor of the thymus and a tumor of the medias- 
tinal lymph glands, both of which showed oat-cell 
features. They conclude that oat-cell forms in a 
mediastinal tumor are not always indications of 
bronchial origin. Joseen K. Narat, M.D. 


Oat-Cell 
J. Path. 








ABDOMINAL WALL AND PERITONEUM 


Donald, C.: Strangulated Internal Hernia in a 
Retro-Appendicular Paraczcal Pouch. Brit. J. 
Surg., 1930, xvii, 463. 

A man fifty-seven years of age developed symp- 
toms of severe obstruction of the small intestine 
accompanied by a palpable indefinite lump in the 
right iliac fossa. 

At operation, an internal hernia containing in- 
carcerated ileum was found. The hernial pouch, 
which measured 10 by 9 cm., lay to the inner side 
of the ascending colon just above the ileocecal 
junction and external to the line of attachment of 
the mesentery proper. Its outer boundary was 
formed by the ascending colon which was fused to 
the posterior abdominal wall, and its anterior wall 
was formed by the mesentery of the ileocolic junc- 
tion with the appendix fused to it on its under or 
posterior surface. The opening, which was 1.5 cm. 
in diameter, was located just behind and slightly 
to the inner side of the cecum. The caecum had un- 
usual mobility. 

The author states that this hernial pouch was due 
to failure of fusion of the ascending mesocolon with 
the parietal peritoneum in the terminal stage of 
rotation of the gut probably caused by the position 
of the appendix. Joun H. Wootsey, M.D. 


GASTRO-INTESTINAL TRACT 


Clasen, A. C.: Gastro-Intestinal Manifestations in 
Syphilis. Am. J. Syphilis, 1930, xiv, 55. 


Clasen reports ten cases of syphilis in which the 
chief symptoms were referable to the gastro-in- 
testinal tract, and emphasizes the importance of 
looking for syphilis in the cases of patients present- 
ing gastric symptoms which do not yield to the 
ordinary routine treatment for the secretory dis- 
turbances. He states that syphilis is frequently 
overlooked because it is not suspected. 

The clinical picture of gastric neurosyphilis is often 
difficult to differentiate from that of true gastric 
syphilis. The gross gastric lesion of a syphilide of 
the stomach, in both the hereditary and the ac- 
quired form, may be any one of the following: 

1. Gastritis. This develops in all stages of syphi- 
lis, including the early secondary stage. 

2. A circumscribed new growth, the gumma. 

3. Diffuse gummatous infiltration and _ hyper- 
plasia with thickening of the wall of all or a part of 
the stomach and the pyloric antrum. This form be- 
gins in the submucosa and extends to the mucosa 
and muscularis. 

4. Gummatous plaques on the mucous surface. 
Ulcers are generally multiple. They often extend 
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upward along the lesser curvature and involve the 
greater curvature also to some degree. The fibrosis 
may be so pronounced as to form a callous ulcer. 
The ulcer may be the result of an obliterating endar- 
teritis. Fibrous changes such as scars may lead to 
stenosis when they involve the pylorus. They may 
also cause necrosis. 

5. Gastric deformity, such as shrinkage of the 
stomach from gummatous infiltration or fibrous 
hyperplasia. 

Except in the aorta and liver, syphilitic lesions 
can be identified only during the active stages of the 
infection. 

In syphilis of the stomach, profuse hemorrhage, 
perforation, and fistula formation are rarer than in 
cases of benign ulcer, but hyperplastic chronic peri- 
gastritis is more common. In 50 per cent of cases of 
tabes, acute bleeding from the stomach is due to an 
ulcer rather than the tabes. 

Cases may be classified according to symptoms as 
follows: (1) those suggesting gastric ulcer, (2) those 
suggesting gastritis and achlorhydria, (3) those of 
the diffuse fibrosis or scirrhous carcinoma type, (4) 
those showing retention and duodenal ulcer de- 
formity, and (5) those with functional disturbances 
occurring as gastric crises. 

In true organic syphilis of the stomach the blood 
Wassermann test is generally positive, but gastric 
symptoms may be present in neurosyphilis in which 
the blood and spinal fluid Wassermann tests are 
negative. In a large percentage of cases of gastric 
syphilis there are no positive roentgenographic find- 
ings indicative of syphilis. When an ulcer is present, 
it is almost invariably detected. 

A positive history in addition to positive blood 
and spinal fluid reactions, other signs of syphilis, and 
gastric manifestations with corroborative roent- 
genographic findings in the case of a patient between 
thirty and forty-five years of age must be considered 
presumptive evidence of gastric syphilis. 

The treatment for syphilis underlying a gastric 
complaint must be directed according to the indica- 
tions in the particular case. Very frequently, treat- 
ment is followed by functional and clinical recovery 
manifested by a change in the acidity values. 

Morris H. Kaun, M.D. 


Morton, C. B., and Graham, J. B.: Observations 
on Peptic Ulcer. Ann. Surg., 1930, xci, 73. 


In a case reported by the authors the history led 
to an operation for disease of the gall bladder. The 
appendix and gall bladder were excised, multiple 
stones were removed from the common bile duct, and 
a choledochotomy was performed. There was no 
palpable or visible evidence of ulceration of the 
stomach or duodenum. The patient died twenty-four 
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days after the operation of acute hemorrhage from 
a large duodenal ulcer. The ulcer was discovered at 
autopsy. Autopsy revealed also a gall stone com- 
pletely obstructing the lumen of the common duct 
and a pancreatic stone partially obstructing the 
main pancreatic duct. The formation of the ulcer 
was attributed to the interference with the discharge 
of alkaline pancreatic juice and bile into the duo- 
denum. 

Attention is called to the formation of identically 
similar ulcers in dogs following surgical duodenal 
drainage, an experimental procedure which diverts 
the pancreatic juice and the bile from the region of 
the pylorus. Cart R. StemnxeE, M.D. 


Eggers, H.: The Origin of Gastric Ulcer and the 
Problem of Its Treatment (Ueber die Entstehung 
des Magengeschwueres und das Probleme seiner 
Behandlung). Abhandlungen, Wuerzburg, 1920, 
XXvi, 141. 

The author begins his discussion with a review of 
the various theories as to the origin of gastric ulcer. 
He bases this review on the development of the surg- 
ical treatment of the lesion as each new theory of 
ulcer genesis has been reflected in new therapeutic 
measures. 

It is now generally believed that the formation of 
a gastric ulcer can occur only as the result of circula- 
tory disturbances in the stomach wall. The exclusion 
of a sharply circumscribed portion of the blood sup- 
ply explains the origin of the acute lesion and its 
characteristic form. Hauser concluded from his care- 
ful pathologico-anatomical studies that gastric ulcer 
arises chiefly from the red infarct, and that this in- 
farct formation is due, in turn, to occlusion of 
an artery in the stomach wall from local or reflex 
irritation of the vasomotor nervous system. This 
arterial occlusion may or may not be accompanied 
by diapedesis in the capillary area, depending upon 
the intensity of the irritation. The persisting stasis 
results in a red infarct leading to necrosis which in- 
volves the mucosa alone or with the submucosa or 
the entire stomach wall, depending upon the site of 
the arterial obstruction. An ulcer is produced by sep- 
aration of the necrotic tissue. The réle of the gastric 
juice in digesting the necrotic tissue is of a secondary 
nature. 

Local irritation may be caused by thermal, chem- 
ical, or mechanical factors. Indirect reflex irritation 
is also possible. Ricker states that there is nothing to 
disprove the assumption that stasis and diapedesis in 
the stomach may result from psychic disturbances. 
The objection might be raised that all of the types of 
irritation mentioned occur very frequently in all per- 
sons and yet not all persons develop a gastric ulcer. 
In reply it may be said that the irritability of the 
nervous system varies greatly not only in different 
persons, but also from time to time in the same per- 
son. 

The author is of the opinion that this general 
vegetative neurosis or the local neurosis of the stom- 
ach represents the constitutional peculiarity which 
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renders the origin of ulcer possible. It may be con- 
genital or acquired. According to the view of Ricker, 
all ulcer symptoms—hypermotility, hypersecretion, 
a tendency toward hemorrhage, a change in the hy- 
drogen-ion concentration, and finally gastritis—are 
closely related to one another, and no one of them 
may in any way be considered the cause of the ulcer. 

According to the intensity of the irritation, the ex- 
tent of the irritated area, and the local irritability of 
the vascular nervous system, a solitary ulcer, mul- 
tiple ulcers, or gastritis develops. 

Causal therapy must be directed toward the vascu- 
lar nervous system. As surgical procedures on the 
nervous system have failed to give worthwhile re- 
sults, the attempt must be made, with the aid of in- 
ternal medicine, to change the tone of the nervous 
system, particularly the vascular nervous system of 
the stomach. Two methods are available, viz., the 
use of drugs, chiefly parenteral foreign protein thera- 
py, and the use of diet. The author is of the opinion 
that it is possible by these methods not only to heal 
the ulcer, but also to remove the constitutional pre- 
disposition toward ulcer development. As a rule 
surgery should be employed only when medical 
treatment fails. Absolute indications for operation 
are acute perforation, complete cicatricial stenosis of 
the pylorus, and callous ulcer in which a cancer may 
be concealed. These indications are definite and are 
excluded from the discussion. The author deals only 
with the question as to whether the surgeon may ex- 
pect good results from the available methods of oper- 
ation in other forms of ulcer disease. 

1. Gastro-enterostomy. Eggers states that it is very 
doubtful whether a change in gastric function may be 
attained by gastro-enterostomy; at most, it is possi- 
ble only that the more rapid emptying of the stomach 
may relieve some of the local irritation. Moreover, 
the permanent results are not satisfactory. While the 
older surgeons, who operated according to limited 
indications, reported the incidence of cure as high 
as 85 per cent, the incidence of permanent cure has 
fallen alarmingly low since the indications have been 
increased. Floercken gives it as 58 per cent, and 
Hedlund, as 30 per cent. The last Rostock statistics 
showed a permanent cure in only 40.5 per cent of . 
cases and complete failure in 35.8 per cent. Von 
Haberer reports the incidence of failure at from 20 
to 40 per cent. Gastro-enterostomy cannot keep an 
ulcer from becoming callous, and does not protect 
against perforation or failure to diagnose a carci- 
noma. Finally, experience teaches that peptic ulcer 
of the jejunum develops in 8.9 per cent of cases 
treated by gastro-enterostomy, but in only 1 per 
cent of cases treated by resection. All of these dis- 
advantages have led most surgeons to prefer resec- 
tion. 

2. Resection. The advantages of resection are that 
it removes not only the ulcer itself, but also the en- 
tire diseased portion of the stomach and in this way 
tends to prevent recurrence. However, it is not to be 
regarded as a true causal therapy. In removing the 
diseased organ it prevents the possibility of a restor- 
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ation to normal. Moreover, the good early results 
may not endure. This operation may also be followed 
by peptic ulcer of the jejunum. To prevent peptic 
ulcer of the jejunum with certainty, the removal of 
from two-thirds to three-fourths of the entire stom- 
ach has been advised. Undoubtedly this produces a 
stomach that is too small. Final judgment as to the 
end-results of resection is not yet possible, but it is 
evident that care is necessary in establishing the in- 
dications for the operation. 

In conclusion, the author emphasizes again that 
operation should be considered only after failure of 
thorough medical management. He objects to in- 
discriminate extensive resections of the stomach in 
cases without definite findings and without adequate 
previous medical treatment. He emphasizes that the 
chief essential in the treatment of gastric ulcer is co- 
operation between the internist and surgeon. 

ZILLMER (Z). 


Judine, S.: The Treatment of Perforated Ulcers of 
the Stomach and Duodenum (A propos du 
traitement des ulcéres perforés de l’estomac et du 
duodenum). Bull. et mém. Soc. nat de chir., 1929, lv, 
1233. 


Judine reports upon 195 cases of perforated ulcer 
of the stomach and duodenum which were treated 
in the Central Hospital for Emergency Surgery at 
Moscow during a period of four and a half years. On 
the basis of the treatment, he divides the cases into 
2 groups—123 which were treated in the first 
three and a half years and 72 which were treated 
during the last year of the period under considera- 
tion. 

In the first group there were only 2 cases of ulcer 
in women. The ulcer was in the duodenum and 
pylorus in tor cases and in the stomach in 21. 
There was 1 case of gastrojejunal ulcer. Judine 
states that as suture of a perforated ulcer in the 
region of the pylorus or in the duodenum is in- 
evitably followed by stricture, the operation must 
be supplemented by gastro-enterostomy. In the 
first group of cases, gastro-enterostomy was done 
117 times and resection according to the Billroth II 
method once. Suture alone was done in only 2 cases, 
and drainage alone only in the cases of 3 patients 
who were moribund. The general mortality was 
24.4 per cent and was directly related to the length 
of time that elapsed between the perforation and the 
operation. In the cases operated upon in the first 
six hours after the perforation, the mortality was 
5.5 per cent; in those operated upon between the 
sixth and ninth hours it was 20 per cent; in those 
operated upon between the ninth and twelfth 
hours it was 40 per cent; and in those operated 
upon more than two days after the perforation it 
was 100 per cent. 

In 30 autopsies, multiple ulcers were found 7 
times. 

The end-results were determined in 48 cases. Only 
25 of the patients were completely cured. Fifteen 
complained of dyspepsia, and 8, of quite severe pains 
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and vomiting. Therefore in 20 per cent of the cases 
gastro-enterostomy gave poor results. 

When the operation was performed under spinal 
anesthesia, the mortality of gastro-enterostomy was 
from 1% to 2 per cent, and that of resection,7 to 10 
deaths per 100 cases. Since Judine has used splanch- 
nic anesthesia his results have been much improved. 

In many cases of perforated ulcer there is a history 
of ulcer, but in one-fourth of the cases reviewed the 
perforation was the first indication of the disease. 
Absence of hepatic dullness is found in 30 per cent 
of the cases, but is not a dependable sign as disten- 
tion of the colon by gas may simulate pneumoperi- 
toneum. Roentgenography may facilitate the diag- 
nosis. The author cites 2 cases in which an error in 
diagnosis was made. 

The second group of cases reviewed by Judine in- 
cluded 35 of ulcer of the duodenum, 7 of ulcer of the 
pylorus, 26 of ulcer of the stomach, and 4 of gas- 
trojejunal ulcer. 

In 28 of the 35 cases of ulcer of the duodenum, re- 
section was done with 2 deaths, and in 7, suture and 
gastro-enterostomy, with 4 deaths. In the 7 cases of 
ulcer of the pylorus, resection was done twice with 1 
death, and gastro-enterostomy 5 times, also with 1 
death. In the 26 cases of ulcer of the stomach, re- 
section was done 17 times with 3 deaths, suture with 
gastro-enterostomy 6 times with 2 deaths, and su- 
ture alone 3 times (patients in extremis) with 3 
deaths. In the 4 cases of gastrojejunal ulcer there 
were 3 recoveries and 1 death. 

The mortality of the 47 resections was 12.7 per 
cent, and that of 18 gastro-enterostomies, 38.8 per 
cent. However, the gastro-enterostomies were done 
in advanced cases and those of aged patients. Judine 
cuts the 12.7 per cent mortality of resection in half 
by attributing 3 of the deaths to accidents unrelated 
to the operation. 

Dvuvat, who read Judine’s report before the Soci- 
ety, suggested that the good results obtained in this 
series of cases should lead to the establishment of 
central emergency hospitals in Paris similar to those 
in Moscow, as the incidence of perforated ulcer is 
about the same in both cities. He agreed with Judine 
that, in the treatment of perforated ulcers of the 
stomach, gastrectomy is the method of choice. 

; PACE. 


Rigler, L. G.: Roentgenological Observations on 
Benign Tumors of the Stomach. Am. J. Surg., 
1930, vill, 144. 

Benign tumors of the stomach produce symptoms 
of marked severity and may undergo malignant de- 
generation. It is probable that many gastric car- 
cinomata of the polypoid type originated in a benign 
tumor. 

Benign tumors of the stomach may be classified 
pathologically as multiple polyposis, angiomata, 
myomata, fibromata, papillomata, polyps, fibro- 
myomata, cysts, and hypertrophied mucosa. From 
the clinical and roentgenological points of view 
they may be classified more simply as polyps, ball- 
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valve tumors, angiomata, myomata, and multiple 
polyposis. The ball-valve tumors, which are pe- 
dunculated and attached near the pylorus, tend 
to prolapse through the pylorus into the duodenum. 
They often cause obstruction, and in the roentgen- 
ogram may suggest a duodenal tumor. 

The symptoms of benign tumors of the stomach 
are varied. They must be differentiated from those of 
carcinoma, ulcer, gastritis, pernicious anemia, and 
functional dyspepsia. 

The roentgen signs depend upon the size, shape, 
location, and number of the tumors. Among the 
principal findings are a filling defect with a smooth 
contour which is usually central, round or oval, and 
sharply outlined, and peristalsis passing through the 
gastric walls in the region of the defect. The gastric 
wall in the region of the tumor is flexible. The defect 
itself is frequently movable. A pedicle may be 
demonstrated. If the tumor prolapses through the 
pylorus the defect may appear in the duodenal bulb. 
The lumen of the stomach is not decreased. Pyloric 
obstruction with a six-hour residue may be present. 
In cases of polyposis the barium shadow may show 
numerous defects suggesting the holes in a sponge. 
In cases of hypertrophied gastric mucosa the defects 
may appear as ridges of an exaggerated type. The 
ruge above and around the tumor may be unaffected. 

In looking for benign lesions of the stomach it is 
of prime importance to use only a small amount of 
barium and to manipulate the stomach by pressure 
to bring out the defects. Wisur Battey, M.D. 


Morice: Three Cases of Occlusion of the Intestine 
by a Biliary Stone (Trois cas d’occlusion intestinale 
par calcul biliaire). Bull. et mém. Soc. nat. de chir., 
1929, lv, 1187. 

The first case reported was that of a woman who 
entered the hospital with a history of violent colics, 
frequent vomiting, and oliguria for four days, during 
which time there had been no passage of faces or gas. 
Her pulse was 120 and small. 

At operation, performed under spinal anesthesia, 
the small intestine was found to be extremely dis- 
tended and dark red and to contain two stones, each 
the size of half alemon. One of the stones was about 
1 m. from the ileocecal valve ard the other about 20 
cm. farther down. The stones were removed through 
longitudinal incisions made between clamps. After 
their removal the intestinal contents were allowed to 
flow out and the intestine was washed with phys- 
iological salt solution. The openings were then 
sutured. The two stones placed together formed 
what was undoubtedly a cast of the gall bladder. 

The patient suffered slight shock, but soon after 
the operation gas and a stool were passed. On the 
eighth day, generalized peritonitis developed, and on 
the tenth day death occurred. 

At autopsy, the peritoneal cavity was found to 
contain a yellowish liquid composed largely of bile. 
The intestinal wounds were perfectly cicatrized. The 
fluid was most abundant in the right hypochondrium. 
Both the gall bladder and the duodenal bulb were 
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perforated. Morice believes that the enormous stone 
was passed into the intestine in two fragments as the 
result of a spontaneous cholecystoduodenostomy, 
and that the fulminating nature of the peritonitis 
was due to the absence of adhesions in this region. 

The second case reported was that of a woman 
fifty-five years of age who had suffered for forty- 
eight hours from incessant vomiting, colics, and 
oliguria. At the time of examination at the hospital, 
the abdomen was distended, the pulse 110, and the 
temperature 38 degrees F. As the patient was fat, 
intestinal peristalsis was difficult to perceive. The 
pains on palpation appeared to be localized about 
the umbilicus. The patient stated that about twenty 
years previously she had had hepatic colics with 
jaundice. After the possibility of occlusion due to a 
neoplasm had been eliminated, a diagnosis of biliary 
ileus was considered because of the earlier hepatic 
colic, the presence of a dull and persistent pain under 
the liver, and slight dyspeptic disturbances. 

At operation, performed under spinal anesthesia, 
the small intestine was found extremely distended, 
and a biliary calculus the size of a Jarge nut was dis- 
covered about 1.5 m. from the duodenojejunal angle. 
An elastic clamp was placed below the obstruction 
and the stone removed through a longitudinal in- 
cision. After expression of the contents of the 
intestine and lavage of the bowel with 2 liters of 
physiological salt solution, the incision was sutured. 

The operative results were excellent, the patient 
leaving the hospital on the twenty-second day. How- 
ever, thirty-five days after the operation, she was 
brought back suffering severe pain in the abdomen, 
especially in the region of the kidneys. Her face was 
of a leaden color and covered with cold sweat. Her 
extremities were cold, and her pulse so small that 
it could not be counted. Laparotomy revealed a 
hemorrhagic pancreatitis with extensive lesions and 
with spots over the entire peritoneum. Drains were 
placed in the pancreas, but death occurred that 
night. 

The third case was that of a woman aged forty- 
eight years who was taken suddenly with a digestive 
disturbance accompanied by pain in the right 
hypochondrium, nausea, and diarrhoea which lasted 
two days. After this attack she was well for two days 
except that she had no appetite. On the third day 
she experienced a violent attack of colic accompanied 
by nausea. On the fourth day she vomited and her 
abdomen was hard and slightly distended. No stools 
had been passed for four days. The vomiting became 
more frequent. However, one day it stopped and 
a foetid stool was passed. The next day it recurred 
and no nourishment could be taken. On the tenth 
day after the first attack the patient was brought to 
the hospital in an apparently moribund condition. 

As the pain was most severe in the right iliac fossa, 
a right lateral laparotomy was done under local 
anesthesia. A biliary calculus the size of a small 
mandarin orange was found about 1 m. from the 
ileocecal valve. Over it, the intestinal wall was thin 
and dark red. A longitudinal incision about 5 cm. in 
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length was made, the stone extracted, and the liquid 
above the site of obstruction was evacuated. A liter 
of physiological salt solution was then passed into 
the intestine. After the operation, hypertonic glu- 
cose solution, caffeine, and camphorated oil were 
given. Recovery was uninterrupted. The patient 
left the hospital on the twenty-fifth day and has 
remained well. PACE. 


McWatters, R. C.: Volvulus of the Small Intestine. 
Indian Med. Gaz., 1930, |xv, 9. 


In Europe, volvulus of the small intestine is com- 
paratively rare, but in India it is quite common. It 
has no distinctive symptoms by which it can be dis- 
tinguished from other types of obstruction of the 
small intestine. Frequently the patient states that 
he has eaten some coarse indigestible food such as 
bran or has strained at work or at stool. The onset is 
usually sudden and the pain very severe. The degree 
of torsion varies greatly. In a few cases congestion 
may be extreme and gangrene may be present, but 
more commonly the congestion is no greater than 
in other forms of obstruction, the twist being only 
enough to obstruct the bowel without greatly inter- 
fering with the circulation. 

When the parts are fully exposed, the cecum and 
the lowest part of the small intestine are found to be 
empty, and if a finger is made to follow the empty 
coil upward it winds around the left edge of the 
twisted mesentery and becomes lost to sight. In the 
milder cases the parts are so loose that it is difficult 
to believe that a volvulus is present, but when the 
empty bowel is traced upward it is found to be con- 
tinuous with the distended bowel above, and when 
the whole mass is rotated in a clockwise direction the 
empty ileum and cecum become filled. These ob- 
servations and the recovery which usually results 
confirm the diagnosis, but unless the nature of the 
obstruction is recognized by the manipulations de- 
scribed it is quite possible to reduce the volvulus 
without knowing it and to waste valuable time in 
searching for an obstruction which no longer exists. 

In Europe, recovery from acute obstruction which 
is not merely an episode in a case of chronic ob- 
struction is extremely rare without operation, but 
in India, about one in eight of the patients who re- 
fuse operation and are treated by repeated high 
enemata are relieved although sometimes not until 
as many as four enemata have been given. 

Morris H. Kaun, M.D. 


De Elizalde, P., Vergnolle, M. J., and Moreno, M. 
R.: Intestinal Invagination in the Infant (Inva- 
ginaci6n intestinal en el lactante). Semana méd., 
1929, XXXVi, 1230. 

It is not particularly hard for a specialist to 
diagnose intestinal invagination, but the picture is 
not very well known to general practitioners and it 
is safe to say that the majority of deaths from the 
condition are due to delay in the diagnosis. The 
frequency of delayed diagnosis is due to the fact that 
the textbooks do not describe the initial symptoms. 


INTERNATIONAL ABSTRACT OF SURGERY 


Intestinal invagination of infants occurs most 
frequently in the first year of life. Its maximum 
incidence is between the fifth and ninth months. 
The earliest symptom is pain. This is accompanied 
by a characteristic change in the facial expression. 
Unlike the child with cerebral intoxication, the child 
with intestinal invagination is at first active men- 
tally. A little later, as the intoxication progresses, he 
becomes indifferent. When the indifference comes 
on too soon to be explained by intoxication, it is 
probably due to inhibition from the pain. Peritoneal 
facies may develop early; the authors saw it in one 
case at the eleventh hour. Crying may be continuous 
or paroxysmal. As a rule, infants with invagination 
do not cry much, but they may be very restless and 
generally they do not sleep. If they fall asleep at 
all, they toss about constantly. Vomiting may occur 
from the beginning. When it persists and becomes 
biliary, it indicates intoxication or peritonitis. 

The pulse rate may decrease for the first few mo- 
ments, but soon becomes rapid. The respiratory 
rate increases, and sometimes there is paroxysmal 
dyspnoea. When copious vomiting has occurred the 
abdomen may be flabby and scaphoid; otherwise it is 
normal. Distention and tympany are signs of peri- 
tonitis. Sometimes the contracted loops of intestine 
can be seen through the wall of the abdomen during 
the spasms of pain. Palpation of the abdomen 
causes no defense reaction. Lack of evacuation of 
feces and gas, the presence of a tumor, and the 
evacuation of blood are later signs. 

If the condition is not treated, stupor, dehydra- 
tion, tympany, biliary or bloody vomiting, fever, 
and putrid evacuations result and the tumor appears 
at the anus. The terminal symptoms are fecaloid 
vomiting, anuria, peritoneal facies, convulsions, and 
coma. 

The authors report a number of cases illustrative 
of the differential diagnosis from acute infections, 
acute appendicitis, and intestinal spasms. 

The prognosis depends upon the type of the 
invagination. 

The mortality is 5.3 per cent in invagination of the 
colon, 11.9 per cent in ileocecal invagination, 20 
per cent in iliac invagination, and 80 per cent in 
ileocolic invagination. 

The macroscopic and microscopic changes in the 
intestine are cedema, enlargement of the mesenteric 
glands, and degenerative changes in the cells; in 
short, the changes brought about by interference 
with the circulation. 

The treatment should be early operation. Opera- 
tion should be performed under general anesthesia. 
Chloroform is well tolerated. Ether is more danger- 
ous to the lungs of young children. The authors 
prefer a median incision below the umbilicus, but 
some surgeons recommend an incision above the 
umbilicus. It is not hard to bring the intestines 
outside of the abdomen for examination as there is 
generally exaggerated mobility of the caecum and 
colon. In fact, a common mesentery is an important 
factor in the etiology of the condition. 
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The disinvagination should be brought about, not 
by traction, but by gentle pressure of the head of 
the invagination over the invaginating loop. Trac- 
tion is apt to cause rupture. When reduction is com- 
plete and there are no necrotic lesions, the intestine 
shou!.! be sutured in the normal position to prevent 
recurrence. In the authors’ opinion, appendectomy 
should not be performed as it increases the distur- 
bance of motility caused by the invagination. To 
prevent intoxication, the intestine should be rapidly 
evacuated of the stagnated contents. The authors 
have employed various methods of stimulating 
motility, including the use of hypophysin and eserin 
and the injection into the intestine of 20 gm. of 
castor oil before the abdominal wall is closed. 

In the postoperative care it is important to stimu- 
late the defense, keep the patient warm, strengthen 
the pulse, and keep up diuresis. Hypertonic salt 
solution is valuable in combating the intoxication. 
As its intravenous administration is difficult in 
young children, the authors give it intramuscularly 
or by rectum. Auprey G. Morcan, M.D, 


Gueullette, R.: Biliary Ileus and Double Stenosis 
of the Small Intestine; Enterectomy; Recovery 
(Iléus biliaire et double sténose du gréle; entérec- 
tomie; guérison). Bull. et mém. Soc. nat de chir., 
1929, lv, 1190. 

Gueullette reports the case of a woman fifty years 
of age who entered the hospital on account of ab- 
dominal pains which had begun three weeks pre- 
viously. At first the pains were vague, but-they grad- 
ually became more severe and ultimately became 
localized in the right iliac region. They were associ- 
ated with constipation and mild digestive disturb- 
ances. Vomiting had not occurred. 

On examination, the abdomen was found slightly 
tympanitic, but its walls were flexible. The temper- 
ature was 37.9 degrees C. Two days later, following 
a spontaneous stool, the pain gradually ceased and 
the temperature returned to normal. 

At operation, performed under general anesthesia, 
two strictures of the small intestine were discovered. 
One was about 30 cm. from the ileocecal valve and 
the other in a loop absolutely free from adhesions 
about 15 cm. farther down. In the dilated portion of 
the intestine between the strictures, the wall of 
which was greatly thickened, two stones were found. 
A 24-cm. portion of the intestine was resected and 
continuity re-established by end-to-end anastomosis. 
Recovery resulted. 

The stones were of the size of large beans and 
showed peripheral stratification. Chemical and roent- 
gen examinations proved them to be of biliary ori- 
gin. The strictures were the result of mild chronic 
inflammation. 

SAuvE, who read Gueullette’s report to the Soci- 
ety, cited a similar case, that of a woman fifty years 
of age upon whom he performed an enterotomy. A 
resulting fistula led him to doubt the wisdom of 
choosing enterotomy to enterectomy, but the patient 
ultimately recovered completely. 
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Rovux-BERGER also reported a case in which en- 
terotomy for the removal of two stones was followed 
by recovery. A few days after the operation the 
patient passed a smaller calculus through the anus. 
__ Monpbor presented a roentgenogram of biliary 
ileus, but stated that he was undecided as to whether 
the ingestion of barium is harmful or not in cases of 
occlusion. Pace. 


Brocq, Brodin, and Aimé: A Case of Biliary Ileus 
in Which Roentgen Examination Revealed, 
Fifteen Days Before the Symptoms of Oc- 
clusion, a Calculus That Had Become Impacted 
in the Duodenum After Cholecystoduodenal 
Perforation (Un cas d’ileus biliaire; examen ra- 
diologique ayant révelé, quinze jours avant |’appari- 
tion des accidents d’occlusion, |’existence du calcul 
enclavé dans le duodenum, aprés perforation cholé- 
cystoduodénale). Bull. et mém. Soc. nat. de chir., 
1929, lv, 1194. 

The case reported was that of a woman fifty years 
of age who had been having attacks of what she 
described as a gastric disturbance for twenty-four 
years. She had borne seven children. In 1904, three 
or four months after the birth of her first child, she 
experienced an attack of severe abdominal pain 
which lasted for an hour, and every year since then 
she had had a similar attack. In 1927 the attack was 
more severe, being accompanied by vomiting and 
leaving a sensation of soreness for several days. 

In April, 1928, the patient was taken at about 10 
p.m. with very violent pain in the epigastrium ac- 
companied by vomiting which continued until about 
midnight. The next day it recurred and persisted 
until 4 p.m., when it yielded to a hypnotic. The 
patient then remained in bed for eight days. During 
that time she was comfortable, but the pain recurred 
when she attempted to resume active life. 

When she entered the hospital she weighed only 42 
kgm. although her height was 1.56 m. The pulse was 
100. Abdominal palpation in the recumbent position 
revealed fullness of the right flank independent of 
the liver, appendix, and kidney, and palpation in 
the upright position disclosed sensitiveness a little 
below and to the right of the umbilicus. 
genoscopy showed the stomach to be normal, but the 
passage of the bismuth into the duodenum revealed a 
very peculiar bulb with no power of contraction. The 
barium salt did not fill the bulb uniformly, but 
seemed to infiltrate at its periphery without im- 
pregnating the central portion. There seemed to be a 
diverticulum in the descending portion of the 
duodenum. 

Brocq concluded that a stone had become lodged 
in the duodenum after the formation of a cholecysto- 
duodenal fistula. As the patient refused operation, 
she was kept under observation on a lactovegetarian 
diet and at complete rest. She gained 2 kgm., but 
after fifteen days she suddenly experienced a very 
violent abdominal pain which was different from the 
preceding attacks and was accompanied by abundant 
vomiting. 


Roent- .- 
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A diagnosis of biliary ileus was made, and twenty- 
four hours after the beginning of the attack she was 
brought to the hospital. She was then free from pain 
and palpation revealed only very slight sensitiveness 
at the right costal margin. However, on the slightest 
movement she vomited the greenish material 
characteristic of occlusion of the small intestine. 

At operation, performed two hours later, a part of 
the small intestine was found dilated and congested 
and the terminal portion was discovered to be 
flattened like a ribbon. At the juncture of the two 
segments there was a large calculus. The calculus 
was extracted by enterotomy. The patient died on 
the afternoon of the second day following the 
operation. 

Brocg did not aspirate the intestinal contents 
above the stone because the vomiting before the 
operation had been so abundant and because the 
distention had not been very great. 

The photograph and roentgenogram of the cal- 
culus removed from the small intestine at operation 
gave an image exactly like that seen in the roent- 
genogram of the duodenum taken fifteen days before 
the symptoms of occlusion. 

At autopsy, an abundant suffusion of blood was 
found in the sheath of the great rectus muscle on the 
right side. This may have played a réle in the de- 
velopment of shock and may have been explained by 
the hepatic insufficiency. The peritoneal cavity was 
free from blood, pus, and intestinal fluid. The 
intestinal suture was holding perfectly. The lower 
border and the lower surface of the liver were closely 
united to the duodenum by very tight omental and 
peritoneal adhesions. When the adhesions were 
freed, a perforation of the gall bladder obliterated 
by an omental mass was discovered at the juncture 
of the first and second portions of the duodenum, 
and when thé duodenum was opened, a second and 
larger perforation of the gall bladder into the 
duodenum was found in the same location. In the 
larger perforation there was a stone still largely 
included in the gall bladder but beginning to enter 
the duodenum. 

This case shows the extreme tolerance of the 
duodenum to stones. From the clinical history it 
seems apparent that the patient was able to tolerate 
an enormous stone in the duodenal bulb for a month 
at least without other disturbances than a slight 
spontaneous sensitiveness in the right flank and 
slight pain on pressure. PACE. 


Masson, J. C., and McIndoe, A. H.: Right Para- 
duodenal Hernia and Isolated Hyperplastic 
Tuberculous Obstruction; Comment and Re- 
port of a Case Affecting the Jejunum and 
Ileum; Operation and Recovery. Surg., Gynec. 
& Obst., 1930, 1, 29. 

The authors report a case of right paraduodenal 
‘hernia associated with marked obstruction of the 
herniated small intestine due to an isolated tumor 
which resembled a carcinoma but was of hyperplastic 
tuberculous origin. 
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This is the thirty-third case of right paraduodenal 
hernia to be reported, the sixteenth in which opera- 
tion was performed, and the fifth in which recovery 
followed operation. Isolated hyperplastic tuber- 
culosis of the small intestine is rare; only seven cases 
have been reported. The association of the two 
lesions therefore makes the authors’ case unique. A 
discussion of the clinical and pathological features of 
each condition is given. 

The presence of tuberculosis in the hernial sac is 
attributed to stagnation of food and the slowing of 
the intestinal current in the sac. The conditions 
were therefore similar to those under which the 
same type of tuberculosis occurs in the cacum. 


Fiddian-Green, W. B.: A Case of Recurrent Duo- 
denal Ulcer After Pylorectomy, and the Forma- 
tion of Bone in a Laparotomy Wound. Brit. J. 
Surg., 1930, Xvii, 555. 

The author reports the case of a man forty-four 
years of age who had suffered from duodenal ulcer 
for seven years. The diagnosis was confirmed by 
X-ray examination. At operation, many adhesions 
were found around the pylorus in addition to an 
ulcer in the first part of the duodenum which pene- 
trated the pancreas. The ulcer-bearing segment of 
the duodenum was excised together with a small 
part of the stomach antrum, and a Billroth I opera- 
ation was performed. Uneventful recovery resulted. 

About five years later the symptoms recurred and 
after they had persisted for three months the patient 
re-entered the hospital. A roentgenogram then re- 
vealed an ulcer in the upper part of the duodenum. 
At a second operation, an ulcer of the posterior wall 
adherent to the pancreas was found. On account of 
the dense adhesions and induration it was possible 
to do only an anterior gastrojejunostomy. 

A month after his discharge the patient returned 
with a hard cartilaginous mass in the scar. On re- 
moval, this was found to be a piece of true bone 9 
cm. long which formed a gutter enclosing the inner 
border of the right rectus muscle. In thirty-four of 
the thirty-six cases of bone formation in laparotomy 
wounds reported in the literature, the bone occurred 
in wounds in or near the supra-umbilical part of the 
linea alba. In the specimen in the author’s case the 
thickest part of the bone was nearest the costal 
margin, a fact suggesting that cartilage cells may 
have been set free by injury. 

An interesting feature of this case was the five- 
year period of freedom from symptoms following the 
first operation. Attention is called to the fact that 
the operation was done at a time when it was not 
realized that the chief essential in the treatment of 
duodenal ulcers by excision is the removal of a suf- 
ficiently large portion of the gastric antrum. 

The author cites the observations of Jansen, who 
collected from the literature twenty-one cases of re- 
current ulcer following a Billroth I operation. In 
eleven, the lesions recurred at the site of suture. 
Insufficient resection of the antrum explained nearly 
all of the recurrences. 
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Jansen states that neutralization of the gastric 
juice in the duodenum depends chiefly upon: (1) reflux 
of the alkaline secretions into the stomach, which is 
controlled by the pylorus, and (2) reflex inhibition 
of gastric secretion caused by the presence of acid in 
the duodenum and jejunum. Of these, the latter is 
by far the more important. Accordingly, the opera- 
ation which is most correct physiologically is the 
Billroth I procedure with extensive resection of the 
antrum. After this operation, the antrum, the ex- 
citer of the chemical secretory phase in the stomach, 
is absent and only psychic secretion remains; the 
duodenal inhibitory reflexes come into play un- 
weakened or even strengthened because, there being 
no sphincter, the gastric chyme goes unchecked 
through the gastroduodenal opening; and reflux 
occurs more freely. Morris A. Stocum, M.D. 


Yates, H. B.: A Remarkable Meckel’s Diverticulum. 
Brit. J. Surg., 1939, xvii, 456. 


The case reported was that of a woman thirty- 
seven years of age who had had a large abdomen all 
her life, suffered from constipation, and for the last 
three months had complained of abdominal dis- 
tention, dyspnoea, and colicky abdominal pain of 
increasing severity. Percussion revealed flatness of 
the entire right side of the abdomen. 

At operation, a large oval tumor mass arising 
from the ileum was found extending from the pelvis 
up under the liver in the right half of the abdomen 
and deflecting the caecum and ascending colon to- 
ward the midline. 

Autopsy disclosed a Meckel’s diverticulum measur- 
ing 56 by 17 cm. which arose from the antemesen- 
teric border of the ileum 8 cm. above the ileocolic 
junction. Posteriorly, the diverticulum had a 
mesentery. Its wall was composed of a low mucous 
membrane with glands resembling those of the small 
intestine, a muscularis mucose, and circular and 
longitudinal muscle coats. The muscle coats were 
hypertrophied to five times the thickness of those 
of the ileum. Joun H. Wootsey, M.D. 


Tidy, H. L.: The Diagnosis and Treatment of 
Catarrhal and Ulcerative Colitis. Brit. M. J., 
1930, i, 135. 

Chronic catarrhal colitis is characterized by a diar- 
rhoea persisting over a long period of time and re- 
maining more or less constant from day to day. 
Blood and mucus may be present in the stools in 
varying amounts. Chronic colitis may begin as an 
acute or subacute colitis or insidiously as a chronic 
form. Tidy believes that catarrhal and ulcerative 
colitis are identical and should be given the same 
treatment. 

The conditions from which chronic catarrhal coli- 
tis must be differentiated are mucomembranous coli- 
tis, dysentery, neoplasm of the colon, and tubercu- 
losis of the colon. Mucomembranous colitis is char- 
acterized by neurosis, constipation, and the passing 
of mucus. During an attack the mucus is passed in 
the form of casts and the stools are solid unless a 
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laxative has been taken. Dysentery is diagnosed by 
the discovery of the specific organisms in the stools. 
Ameebic dysentery should be suspected in the cases 
of patients who have been exposed to amecebic infec- 
tion. A patient with a history of such exposure 
should be given the advantage of a course of specific 
treatment. The neoplasms of the colon which must 
be differentiated are those producing constriction 
and obstruction of the intestine and those in which 
ulceration occurs. The symptoms vary according to 
the site of the growth. As the result of obstruction 
there is increased peristalsis with associated colicky 
pains. Malignant neoplasms of the pelvic colon 
should offer no difficulty in their differentiation from 
chronic colitis because the constant type of stools 
which are characteristic of the latter condition are 
seldom seen in pelvic malignancy. Tumors in the 
splenic and hepatic flexures and caecum should offer 
little difficulty in the diagnosis. The differentiation 
between intestinal tuberculosis and chronic catarrhal 
jaundice is easy except in the late stages of the 
former, when blood may be present in the faces. 
However, in tuberculosis of the cecum the bowel 
movements are not so markedly increased in number 
as in chronic colitis. 

The diagnosis of chronic colitis may be made by 
careful observation of the case over a period of days, 
sigmoidoscopy, roentgenography after a barium meal 
or enema, and exploratory laparotomy. Colitis im- 
properly treated has a high mortality. The author 
believes that sigmoidoscopy should not be employed 
in chronic catarrhal colitis because a correct diagno- 
sis may be made without it and the introduction of 
the sigmoidoscope irritates the diseased rectal mu- 
cosa. Roentgenography following the administration 
of a barium meal or the injection of a barium enema 
will usually reveal the presence of a neoplasm. The 
barium enema is preferable to the barium meal. Ex- 
ploratory laparotomy should be undertaken only 
after careful consideration. 

The treatment of colitis consists in keeping the 
patient warm by applying external heat, administer- 
ing large quantities of fluid to compensate for the 
loss of fluids, and giving a high caloric diet. Food 
should be given at intervals of not more than two - 
and a half hours. It should be well cooked. Milk and 
fats, with the exception of butter, should be used in 
moderation. Meat should not be given. Bread or 
toast, biscuits, butter, eggs, fish, jellies, and meat 
extracts may be taken freely. Custards and simple 
milk puddings are permissible. 

Local treatment of the colon by means of enemas 
is of value. When the patient first comes under ob- 
servation the author prescribes a starch and opium 
enema consisting of a mucilage of starch containing 
from 20 to 40 minims of tincture of opium. This 
enema is given at night so that the patient will obtain 
rest. Its effects last about twelve hours. It is not 
given on more than three consecutive days nor more 
than five times a week as its more frequent use 
causes irritation of the anus. Its administration is 
continued until the number of stools has been 
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reduced by half or to about five daily, which usually 
requires about three weeks. 

At the end of that time the patient may be given 
colonic washes with a solution consisting of 1 dr. of 
sodium chloride or 2 dr. of sodium bicarbonate to a 
pint of water. About 2 pt. are usually injected. 
These washes are used not oftener than on alternate 
days and are given in conjunction with the starch 
and opium enemas until there has been a definite 
decrease in the number of stools. In severe cases 
they must be continued for from six to eight months. 

The patient is then treated with medicated ene- 
mas consisting of from 20 to 30 gr. of albargin in 30 
oz. of normal saline solution. These are given on 
alternate days, not more than six being administered 
in a period of two weeks. They cannot be retained 
long because they cause discomfort and may become 
painful. They should never be retained longer than 
twenty minutes. It is usually necessary to use medi- 
cated enemas for from two to three months. 

Incontinence of faeces which does not respond to 
the starch and opium enemas is an indication for 
surgical treatment. As a general rule morphine 
should not be administered because it does not affect 
the disease process and merely gives the patient a 
sense of improvement. ‘Tincture of opium in 5-minim 
doses by mouth four times a day is permissible. 
Other drugs given by mouth are bismuth, charcoal, 
and kaolin. Their exact value is not known. Vac- 
cines are of no value. 

In contrast to chronic colitis, acute colitis usually 
begins suddenly and is associated with gastric symp- 
toms, especially vomiting. *It is essential to prevent 
loss of heat and fluids from the body. The local 
treatment consists in the administration of a starch 
and opium enema. Avton Ocusner, M.D. 


Anderson, J. H., and Marxer, O. A.: Multiple 
Polyposis of the Colon. Brit. J. Surg., 1930, xvii, 
55I. 


The authors emphasize the value of sigmoido- 
scopic and roentgen-ray examination in the diag- 
nosis of multiple polyposis of the colon and report 
two cases of that condition. 

In the roentgenogram the barium-filled bowel is 
studded with concave impressions on an otherwise 
smooth margin and the mucosa presents a honey- 
comb appearance due to displacement of the barium 
by the polypi. Incomplete mass movements, slowing 
of the relaxation phase, and absence of segmentation 
are noted. 

One of the patients whose cases are reported by 
the authors had a brother and a sister who suffered 
from ulcerative colitis and a sister who died from 
cancer of the rectum. Joun H. Wootsey, M.D. 


Lecaplain: Influenzal Abdominal Syndrome of the 
Pseudo-Appendicular Form (Syndrome abdomi- 
nal grippal 4 forme pseudo-appendiculaire). Bull. et 
mém. Soc. méd. d. hé6p. de Par., 1929, xlv, 1471. 


Lecaplain reports briefly four cases of influenza 
with an abdominal syndrome suggesting appendici- 





tis. The patients were between the ages of eight and 
eighteen years. The onset was sudden, with the 
usual symptoms of influenza—elevation of the tem- 
perature, headache, lassitude, redness of the tonsils, 
and a blue-gray discoloration of the tongue. On the 
second or third day, pain developed in the right iliac 
fossa with tenderness on pressure at McBurney’s 
point, but without defense on the part of the ab- 
dominal wall. Nausea and constipation were pres- 
ent, but there was no hiccough or vomiting. In the 
first case there was pain in the epigastrium and both 
iliac fosse on the second day. In general, the pain 
in the region of the appendix lasted for from two to 
four days. The symptoms then subsided spontane- 
ously, and recovery was complete after rom eight to 
twelve days. The treatment consisted of a fluid diet, 
the application of cold compresses to the abdomen, 
the administration of sodium citrate, and disinfec- 
tion of the nasopharynx. There does not appear to 
have been either a true appendicitis or a lighting up 
of an old appendicitis. 

The author suggests that the condition may have 
been a mild abdominal angina with a transient fol- 
licular reaction of the appendicular lymphoid tissue 
corresponding to the reddening of the tonsils, but 
believes that it was more probably a sympathetic 
syndrome which was centered at a point to the right 
of the umbilicus simulating McBurney’s point. 

Immediate intervention does not seem to be de- 
manded. On the contrary, operation during influen- 
za epidemics would expose the patient to grave pul- 
monary complications. |FLoRENcEe A. CARPENTER. 


Lieblein, V.: The Clinical Picture of Mucocele of 
the Appendix and of Pseudomyxoma of Appen- 
diceal Origin (Zur Klinik der Mucocele des Wurm- 
fortsatzes und des Pseudomyxoms appendikulaeren 
Ursprungs). Beitr. 2. klin. Chir., 1929, cxlvii, 179. 

The author reviews all cases of mucocele of the ap- 
pendix recorded in the literature to date and reports 
in detail five cases of his own. 

In Lieblein’s first case there was a cyst of the ap- 
pendix which was completely isolated from the cx- 
cum. Such cases are rare. More frequently, appen- 
diceal rests or pinched-off portions of the appendix 
are the site of the cyst formation. These also may 
be found at some distance from the cecum. The di- 
agnosis before operation is difficult, especially when 
the cysts are large and there is no history of an ap- 
pendix condition. The X-ray has not aided in the 
diagnosis. In one of the author’s cases the mucocele 
developed after the incision of an abscess. In an- 
other, it followed the opening of a retroperitoneal 
pseudomyxoma. In the latter case a recurrence was 
found at a second operation. The recurrence is at- 
tributed by Lieblein to mucus-secreting epithelium 
that was presumably left in the retroperitoneal space 
in rather large quantity at the time of the first opera- 
tion and maintained its function over a period of 
years. 

The difference between pseudomyxoma after ap- 
pendicitis and ovarian disease is discussed on the 
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basis of the literature. The rupture of an ovarian 
cystoma is followed by the escape into the abdominal 
cavity of tumor cells which multiply and may be- 
come attached at a distance from the site of rupture. 
In ruptured appendiceal mucoceles, on the other 
hand, there is physiological cylindrical epithelium 
which always settles in the region of the organ from 
which it arose and, although it may continue to func- 
tion, exhibits no noteworthy proliferation. How- 
ever, the rupture of an appendiceal mucocele may be 
followed also by transplantation metastases as is 
evident from the literature. In such cases the ques- 
tion arises as to whether it is truly normal epithelium 
from the appendix or epithelium that has become 
pathologically changed although not into the form 
of tumor cells which becomes implanted in the ab- 
dominal cavity. Under such circumstances the prog- 
nosis is not so absolutely favorable as has been as- 
sumed heretofore. 

In thirty-five surgically treated cases of pseudo- 
myxoma peritonzi of appendiceal origin reported in 
the literature there were nine deaths (pulmonary 
embolus, infectious peritonitis, uremia with septic 
infection of the myxoma cavity, pulmonary tuber- 
culosis—pseudomyxoma not cured in spite of three 
operations—and adhesion of loops of bowel to one 
another by mucous masses). 

In the differential diagnosis between pseudo- 
myxoma peritonzi of appendiceal and ovarian ori- 
gins, chemical examination of the mucus is of no 
assistance. WANKE (Z). 


Binkley, G. E.: The Treatment of Inoperable Car- 
cinoma of the Rectum. Canadian M. Ass. J., 
1930, XXIl, 17. 

There has been a marked improvement during the 
past decade in the degree of palliation afforded in 
inoperable carcinoma of the rectum. This has been 
brought about by a better understanding of the 
disease and by improved methods of irradiation 
therapy. Since the cases have been more carefully 
selected and treated in accordance with their clinical 
and pathological features, the reactions have been 
less severe and the results more gratifying. The 
author’s records show that a number of patients 
treated for inoperable carcinoma of the rectum are 
now clinically free from the disease, and that a 
larger number were rendered comfortable for periods 
ranging from one to eight years. In the very ad- 
vanced stages of the condition the chief effect of 
palliative treatment is a decrease in the severity 
of the symptoms. In many instances, however, life 
is considerably prolonged. 

In selected operable cases, irradiation therapy 
alone is capable of producing as satisfactory results 
as radical surgical removal. In inoperable cases, 
irradiation therapy alone or combined with pallia- 
tive surgical measures results in greater palliation 
than any other present-day method. 

External irradiation is given most effectively by 
means of a pack containing 4 gm. of radium. The 
author employs from three to seven portals of entry 
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about the pelvis, giving a maximum dose for each 
of from 50,000 to 60,000 mgm.-hrs. with the pack 
at a distance of 15 cm. from the skin and a maximum 
dose for each of from 18,000 to 20,000.mgm.-hrs. 
with the pack at a distance of 10 cm. from the skin. 
This is supplemented by a 240 ma.-min. application 
of high-voltage roentgen rays. 
Binkley reports three cases in detail. 
Joun J. MAtoney, M.D. 


Lockhart-Mummery, J. P.: The Use of Radium 
in the Treatment of Rectal Carcinoma. Brit. 
M.J., 1930, i, 139. 

In the treatment of carcinoma of the rectum, 
radium may be used in three ways: (1) as an adjunct 
to excision, to permit the performance of a less 
serious operation; (2) to treat cases that are in- 
operable; and (3) as a substitute for excision. 

Since the discontinuance of the local operations 
and the adoption of colostomy with more radical 
excision, the mortality of carcinoma of the rectum 
has markedly decreased. However, a colostomy is 
very disagreeable to the patient, and the author 
believes that by the proper use of radium it may be 
possible, especially in the earlier cases, to attempt 
local excision of the tumor without resorting to 
colostomy and more radical procedures. 

In cases of tumors of relatively short duration 
located in the middle or lower part and on the 
posterior wall, the author removed the coccyx and 
occasionally a portion of the sacrum, opened the 
rectum on the side of the growth, and removed the 
tumor completely with a margin of healthy tissue 
around it. He then closed the wound of the rectum 
transversely and placed radium needles in the meso- 
rectum as high as possible. He closed the external 
wound around a small drain. One week later he 
re-opened the wound, removed the radium needles, 
and established free drainage. 

In only one case was there any leakage through 
the wound. Function was completely restored. The 
only recurrence in the scar developed six months 
later and was treated successfully with radon seeds. 

The author emphasizes that radium should never 
be used as a substitute for extirpation. He has em- — 
ployed it only in cases in which the patient refused 
radical surgery or colostomy. The best results he 
has seen were obtained in cases of epithelioma of the 
anus occurring in elderly persons. In one case an 
epitheliomatous ulcer was cured by the insertion of 
radon seeds. 

In inoperable cases of carcinoma of the rectum, 
radium irradiation is of special value. Previously, 
much too large doses were employed. At the present 
time, doses up to 6,000 mgm.-hrs. with 1 mm. of 
platinum screening are found most beneficial. Three- 
milligram needles are placed 1 cm. apart, paralleling 
the bowel lumen. They are left in place for from a 
week to ten days. When the needles are removed, 
the wound is left wide open. 

To deal with abdominal and pelvic metastases, 
it is necessary to perform a laparotomy. To prevent 
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the plastic peritonitis which invariably results from 
the action of radium on the peritoneum it is neces- 
sary to wall off the peritoneum from the needles 
and drain this portion of the abdomen. 

The author is now employing radon seeds within 
the abdomen, which saves re-opening the abdomen 
after a week or ten days. 

As a result of the radium treatment, the growth 
becomes smaller, ulceration heals, and, in cases with 
successful results, the growth disappears entirely. 

One of the chief difficulties in the treatment of 
carcinoma of the rectum with radium is the difficulty 
of access. Sepsis is responsible for some of the 
complications. 

In conclusion, the author says that it is still too 
early to draw conclusions regarding the end-results, 
and that the technique is still in the experimental 
stage. ALTON OcHSNER, M.D. 


Miller, R. B.: The Rational Treatment of Hzmor- 
rhoids. U.S. Nav. M. Bull., 1930, xxviii, 34. 


Miller discusses only internal hemorrhoids. He 
states that fully 50 per cent of internal hemorrhoids 
can be cured by non-operative measures, but the 
latter require special apparatus and a highly special- 
ized technique. 

Electrical methods have been used to a limited 
extent. Desiccation, ionization by simple galvanism, 
galvanopuncture, and electrocoagulation have all 
given good results. The injection of various cor- 
rosive substances into the mass has been done with 
varying success. In this type of treatment the best 
results have been obtained with quinine and urea 
hydrochloride. 

A review of the many operative procedures leads 
to a summary of the operations which are most 
widely used and have stood the test of time—the 
clamp and cautery operation, ligation with excision, 
and the Whitehead operation. Of these procedures, 
the clamp and cautery method has been used most 
frequently because of its simplicity and rapidity. 
The chief objection to it is its liability to be followed 
by hemorrhage. 

Operation is indicated by inflammation, prolapse, 
ulceration, and strangulation of the hemorrhoids and 
by complicating conditions such as anal fissure, anal 
fistula, and cryptitis. 

For small pedunculated hemorrhoids, simple liga- 
tion and excision is a satisfactory method. For 
hemorrhoids of moderate size, ligation and trans- 
fixion, with or without preliminary circumcision of 
the tumor, followed by excision is an approved 
method. 

Experience suggests the following rules: 1. Use 
the open method of operating. 2. Avoid dissections. 
3. Perform ligation operations only. 4. Tie before 
cutting. 5. Avoid the use of crushing clamp pres- 
sure. 6. Never divulse the sphincter. 7. Prevent 
the persistence of extensive raw areas. 8. Avoid the 
transfixion of blood vessels. 9. Avoid the inclusion 
of too much tissue in the ligatures. 10. Avoid undue 
tension in the approximation of wound margins. 


11. Avoid the use of a padded rectal tube. 12. Em- 
ploy mercurochrome before and after the operation. 
The author prefers to operate under sacral anes- 
thesia. After discussing the operations of Pen- 
nington, Martin, Montague, and Hirschman, he 
describes a bloodless operation devised by him. In 
the latter procedure the mass is prolapsed with the 
fingers and placed on the stretch by two hemo- 
static forceps which grasp it near its upper and 
lower extremities. A slender clamp is then placed 
on the base of the tumor parallel with the long axis 
of the bowel and an interlocking chain stitch is intro- 
duced beneath the clamp with a Reverdin needle. 
Each mass is treated in the same way. The stitches 
are tied and the tumor is excised above the blades 
of the clamp. I. Epwarp Bisukow, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


M’Gowan, J. P.: The Alkali-Reserve of the Blood in 
Relation to the Van Den Bergh Bilirubin Test. 
Edinburgh M. J., 1930, xxxvii, 28. 

Anzmic pigs with well-marked bilirubinemia and 
a lowered alkali reserve gave indirect van den 
Bergh reactions. By the simple addition of a buffer, 
these reactions were readily made direct. Examina- 
tion of the livers of the animals showed what was 
interpreted to be obstructive jaundice. 

M’Gowan concludes that the direct and indirect 
reactions are due to the same chemical substance, 
and that the reaction is indirect when the alkali 
reserve of the blood is diminished. He believes 
that his findings indicate the extrahepatic origin of 
bilirubin. M. HERBERT BarKER, M.D. 


Fuentes, B. V., Duomarco, J., and Munilla, A.: 
Liver Glycogen in Icterus from Experimental 
Obstruction. The Effect of Adrenalin and 
Insulin (Glucégeno hepdtico en la ictericia por 
obstruci6n experimental. Influencia de Ja adrenalina 
y de la insulina). Rev. Asoc. med. argent., 1929, 
xlii, 461. 


The authors report experiments carried out on 
white rats, dogs, and rabbits which showed that 
ligation of the common duct causes a marked de- 
crease in the concentration of glycogen in the liver. 

In the white rat the glycogen was reduced nine- 
tenths of its normal value within an hour and a 
half after the ligation. After six hours none at all 
remained. From the fourteenth to the forty-fifth 
day it re-appeared, but always in very small 
amounts. 

In the dog, the glycogen did not disappear com- 
pletely from the liver after the ligation, but fell 
to very low values. 

In the rabbit, the glycogen disappeared from the 
liver completely. 

In the cases of dogs and rabbits, the liver which 
had been deprived of all or almost all of its glycogen 
regained a small part of it when the animals were 
given large amounts of sugar. 
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The injection of insulin at the same time that the 
glucose was given did not favor the accumulation 
of glycogen in the liver, but interfered with it. The 
injection of adrenalin which, in normal rabbits, is 
followed by a marked increase in the blood sugar, 
had the same effect in rabbits subjected to ligation 
of the common duct in spite of the fact that 
in the latter there was no glycogen in the liver. 
This fact tends to confirm the theory that adrenalin 
hyperglycemia is not due altogether to mobiliza- 
tion of the glycogen which has accumulated in the 
liver. 

After ligation of one hepatic duct there was a 
great reduction of glycogen throughout the liver, 
but the reduction was most marked in the lobe 
belonging to the ligated duct. The administration of 
glucose to rabbits and dogs under such circumstances 
did not greatly change the amount of glycogen in 
either lobe. Auprey G. Morcan, M.D. 


Ellis, J. C., and Dragstedt, L. R.: Liver Autolysis 
in vivo. Arch. Surg., 1930, xx, 8. 


In the experiments reported the authors at- 
tempted to determine the réle of bacteria in the 
rapid death caused by liver autolysis in vivo. They 
draw the following conclusions: 

1. The uncontaminated liver of a normal healthy 
adult dog regularly contains a gram-positive an- 
aérobic bacillus. 

2. It is probable that the experimental so-called 
“in vivo aseptic autolysis” of the liver is always 
accompanied by this infection and that -this is the 
cause of death. 

3. Aseptic autolysis in vivo of fetal liver proved 
sterile by culture does not produce a toxic effect. 

Joun J. MAtoney, M.D. 


Waters, C. A., and King, J. H.: The Intravenous 
Method of Cholecystography and Liver-Func- 
tion Test as Employed in Office Practice. Am. 
J. Roentgenol., 1930, xxiii, 34. 

Numerous substances investigated by Graham 
and his co-workers were found to produce cholecysto- 
grams, but tetra-iodophenolphthalein and its isomer, 
phenoltetra-iodophthalein proved to be safer than, 
and superior to, the others. The isomeric salt has 
the advantage of staining the blood serum, thereby 
making it possible to determine hepatic function at 
the time of the cholecystographic examination if the 
salt is administered intravenously. 

In the determination of liver function, 12 c.cm. 
of blood are withdrawn one-half hour after the injec- 
tion of the dye. The blood is kept on ice over night 
to allow the serum to separate. The percentage of 
dye in the serum is determined colorimetrically by 
comparison with standardized solutions of the same 
dye. A retention of less than 12 per cent of the dye 
in the blood serum one-half hour after the injection 
and of less than 4 per cent one hour after the injec- 
tion is considered normal. 

Various methods for the administration of the dye 
have been tried, but all except the intravenous and 
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oral methods have been abandoned. There is now 
considerable controversy regarding the comparative 
value of the methods. The authors believe that the 
intravenous method is superior to the oral method 
because it introduces a definite quantity of the dye 
into the circulation, the resulting cholecystograms 
are far superior to those obtained with the oral 
method, and the reactions that occasionally occur 
are not as alarming as those that may be associated 
with the oral method. 

In the cases reviewed, sodium phenoltetra-iodo- 
phthalein was used exclusively. Every patient re- 
ceived 2.5 gm. of the dye. 

The dye is dissolved in 40 c.cm. of freshly distilled 
water and the solution then filtered through fine 
filter paper and sterilized for twenty minutes in a 
boiling water bath. The solution should not be more 
than two hours old. 

The apparatus, which is shown in an illustration, 
keeps the solution at body temperature and facili- 
tates its introduction by the gravity method. After 
the needle is introduced into the vein, 50 c.cm. of 
normal saline solution are given first. The dye is 
then administered slowly, each 10 c.cm. being fol- 
lowed by 20 c.cm. of the saline solution. This pro- 
cedure seems to prevent disagreeable reactions. ‘The 
injection is usually given in the afternoon. The pa- 
tient is permitted a hearty noon meal free from fats. 
After the injection, no food is allowed except water, 
plain tea, or coffee. The examination is made the 
following morning. After satisfactory cholecysto- 
grams have been obtained, the patient is given a 
meal rich in fat and two hours later is examined 
again. 

The roentgenograms must be taken with the 
shortest possible exposure and the use of the Bucky 
diaphragm. With the intravenous method, lateral 
and oblique views can be obtained. Just before the 
roentgenograms are made, a warm water enema is 
given routinely to rid the colon of gas. 

Disagreeable reactions following the intravenous 
use of the dye in the authors’ cases were headache, 
chilly sensations, erythema, urticaria, and venous 
thrombosis. Venous thrombosis occurred only once. 
The reactions with the oral method were nausea, ~ 
vomiting, diarrhoea, abdominal cramps, and head- 
ache. 

The contra-indications to the use of the dye are 
cardiac decompensation, abnormalities of blood 
pressure, and threatened uremia. 

Of a series of ninety-six cases, a laparotomy was 
performed in eleven and verified the cholecysto- 
graphic diagnosis in ten. In the one case in which 
the cholecystographic diagnosis was not verified the 
normal-sized gall bladder which was very faintly 
visible in the cholecystogram was believed to be 
pathological, but operation revealed only adhesions 
about the cystic duct and microscopic examination 
of the gall bladder after its removal showed no 
disease. 

Of a series of fifty-seven cases, the cholecysto- 
graphic diagnosis agreed with the clinical impression 
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in fifty-six. One case was examined to determine 
whether a shadow was due to a renal calculus or 
a gall stone. The gall bladder was not visualized 
and the stone was found in the kidney. The gall 
bladder was not explored at operation. 

Of thirty-nine cases in which the liver-function 
test was carried out, the test was normal in nineteen. 
In seven cases it was above normal in the absence 
of demonstrable gall-bladder disease. Of twenty- 
one cases with hepatobiliary disease, it was above 
normal in ten and normal in eleven. In eleven cases 
in which a laparotomy was done, the highest reten- 
tion was 22 percent. In all of these cases a good re- 
covery resulted. 

Graham, Cole, and Copher believe that the opera- 
tive risk and the time for operation in hepatobiliary 
disease may be determined from the liver-function 
test. According to their experience, a very high 
retention indicates a poor operative risk. 

In the discussion of this report, CASE (Chicago) 
stated that he had given the dye intravenously for 
cholecystography in about 4,500 cases and favors 
this method. He allows the patient to eat a hearty 
meal after the injection, provided it is restricted to 
carbohydrates. If any of the dye leaks into the 
tissues, the injection in that vein is stopped and the 
perivascular tissue is infiltrated with normal salt 
solution. 

Moore (St. Louis) reported that he also had ob- 
tained the best results with the intravenous adminis- 
tration of the dye described by Waters. 

Monces (Philadelphia) asked Watersif he had tried 
half as much dye as he advocated. Waters replied 
that he had not, but thought it would act as well and 
might show negative stone shadows which would 
be missed by the use of larger doses. 

CRANE (Kalamazoo) stated that the use of the 
intravenous method can be restricted to a compara- 
tively small percentage of cases, i.e., those in which 
the oral method has failed to give a satisfactory 
cholecystogram. 

NEWELL (San Francisco) stated that in his opinion 
the gall bladder should be empty at the beginning 
of the test. It is therefore his practice to give a glass 
of milk and cream three or four hours before the test. 
He inquired whether the new isomer is less apt to 
cause soreness of the arm. Waters replied that sore- 
ness of the arm resulted in one of ninety-six cases. 
In that instance a thrombosis occurred in a collateral 
vein about 4 or 5 in. from the location of the 
injection. 

STEWART (New York City) said that he had used 
the oral method in about 5,000 cases and had never 
been disappointed in it. He employs the intravenous 
method when a test of liver function is to be 
made. 

Waters, in closing the discussion, expressed the 
hope that his colleagues would substitute the in- 
travenous method of cholecystography for the oral 
method because of the more satisfactory results 
which can be obtained with the former. 

J. Epwin Kirkpatrick, M.D. 


Sutton, J. E., Jr.: Changes in the Intrahepatic 
Bile Ducts Following Cholecystectomy. Ann. 
Surg., 1930, xci, 65. 

Sutton found that removal of the dog’s gall blad- 
der produces striking changes in the epithelium of 
the intrahepatic bile ducts. The low columnar epi- 
thelium is transformed into high columnar cells with 
folds and villi covered with these cells projecting 
into the lumen of the ducts. The beginning of the 
change is demonstrable fifteen days after the chole- 
cystectomy, and forty days after the operation the 
changes are well advanced. The picture presented 
by the duct epithelium forty days after the removal 
of the gall bladder is that of an exaggeration of the 
folds projecting into a gall bladder, and the epithelial 
cells and their arrangement resemble those of the 
normal gall bladder to a remarkable degree. The 
parietal sacculi enlarge following cholecystectomy, 
and their epithelial cells undergo the same changes 
as those in the intrahepatic ducts. 

Cart R. StEINKE, M.D. 


Charbonnel and Augistrou: A Large True Cyst of 
the Pancreas Disappearing Completely at 
Times (Gros kyste vrai du pancréas disparaissant 
complétement par intermittences). Bull. et mém. 
Soc. nat. de chir., 1929, lv, 1281. 


The patient whose case is reported was a woman 
twenty-five years of age who presented a tumor of 
the left hypochondrium which was the size of a fetal 
head, resistant, dull, and irreducible. It had reached 
this size within a few days and caused respiratory 
disturbances and pain. The patient complained also 
of constipation. There had been no eructations, 
vomiting, diarrhoea, or abnormal emission of gas. 
The skin showed traces of erythema due to helio- 
therapy which had been advised by the attending 
physician who had diagnosed the tumor as an enor- 
mous cold abscess from congestion, the origin of 
which he judged to be dorsal Pott’s disease because 
of the presence of slight scoliosis and interscapular 
pains. The tumor had disappeared and recurred just 
before the patient was seen by the authors. 

Exploratory puncture seemed contra-indicated. 
Roentgenoscopy showed a rounded dark mass in the 
left hypochondrium. After a barium meal the 
stomach appeared very narrow in the median portion 
as if it were compressed and pushed back to the right 
by the mass. A diagnosis of abscess from congestion, 
perhaps of vertebral origin, but more probably of 
pleural origin was made, and the patient told to 
return the next day for an exploratory puncture. 
However, when the patient returned she felt better, 
the tumor had disappeared, the epigastrium and left 
hypochondrium were absolutely supple and flat, and 
on roentgenoscopy the round and obscure mass in the 
hypochondrium could no longer be seen. 

Two months later the phenomenon recurred. Be- 
cause of the possibility of disturbances of gastric 
evacuation or aérophagy, medical treatment and the 
ventral position were used. In spite of this, the 
tumor increased in size for six or eight days and there 








= — 


OaZae A A fF = = A 


wn 


— 
~ 








SURGERY OF THE ABDOMEN 


was pain which became more acute until the dis- 
appearance of the mass, which occurred within a few 
hours. Capillary puncture withdrew from the tumor 
ro c.cm. of a very viscid, stringy, grayish-white 
fluid resembling saliva. This fluid was not acid. It 
was free from reducing sugars, bile pigments, and 
urobilin, but contained small traces of albumin, 
chorides (9 per cent), and a large amount of peptones. 
The authors diagnosed the tumor as one caused by 
gastric dilatation periodically blocked by aérophagy 
and excessive sialophagy in a nervous woman. How- 
ever, gastric intubation done the same afternoon 
obtained only 10 c.cm. of fluid. Two or three 
minutes later the patient said, ‘“‘It’s going away,” 
and without any abnormal noise the tumor dis- 
appeared. 

When the phenomenon recurred for the third time 
the symptoms were aggravated. During a period of 
forty-eight hours the patient passed blood in the 
urine. The swelling lasted longer and was larger and 
more resistant than before. Biliary vomiting oc- 
curred for the first time. Dax thought it highly 
improbable that the neoplasm was in the kidney. 
Another roentgenoscopic examination showed a 
tumor coming from the deeper regions which pushed 
the stomach forward, flattening it against the ab- 
dominal wall. Only the fundus and pyloroduodenal 
region escaped the compression. 

Laparotomy revealed a large cystic mass distend- 
ing the gastrocolic omentum and pushing the 
stomach forward and to the right. A brownish viscid 
liquid to the amount of 2% liters was withdrawn by 
puncture. Intracystic hemorrhage had occurred. 
At the bottom of the pocket and closely attached to 
it was the tail of the pancreas. On the internal wall 
there were small translucent cysts of the size of 
grape seeds (not at all like hydatid vesicles). Be- 
cause of extensive adhesions, only two-thirds of the 
pocket could be extirpated.. The rest was mar- 
supialized. In the resection of the portion of the 
pocket at the level of the tail of the pancreas, a series 
of intraparietal cysts containing a clearer, less viscid 
fluid, were opened. These seemed to be continuous 
with the tail of the pancreas, although the visible 
part of the latter was not polycystic. 

Specimens for histological examination which were 
taken from three different areas of the pocket (one in 
the region of the microcysts) showed a collection of 
cysts in a wall containing traces of enteroid tissue. 
The epithelium of the covering of the cysts was 
composed in some areas of tall cylindrical cells and 
in others of flattened, crenated cells. There were 
numerous small cysts separated by thin walls of con- 
nective tissue showing lymphocytes. No indication 
of malignant transformation was noted. The mucosa 
of the micicarmin preparation showed a few cells 
which were clearly muciparous, but no such cells 
were found in the microcysts. The fluid of the large 
cyst showed a weak mucus reaction, but that of the 
small cysts had none at all. 

The immediate results were good, and the patient 
left the hospital with a small drain in place on the 
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twenty-fifth day. She gained 5 kgm., but lost them 
again and six months later replacement of the drain 
was necessary on account of retention of pus. 

Charbonnel and Augistrou conclude that this was 
a case of true cyst of the pancreatic gland with 
epithelial covering, a cystic adenoma. They point 
out a relationship between the enteroid appearance 
of the epithelium of the cyst and that of mucoid 
cysts of the ovary which by many are thought to 
be enteroid tumors. As the cyst was not entirely 
extirpated, it will probably recur. To explain the 
complete clinical disappearance of the tumor, the 
authors suggest that the cyst had an opening into 
a pancreatic canaliculus and from there into the 
pancreatic duct, and that this communication be- 
came obliterated entirely when there was no tension. 

In the discussion of the report, BREcHor said that 
he had observed a case with analogous symptoms. 
After two disappearances of the cyst he operated and 
found a pancreatic pseudocyst which, under ten- 
sion, broke its barriers and caused an effusion into 
the peritoneal cavity. 

OMBREDANNE suggested the possibility of cystic 
lymphangioma adjacent to the pancreas in cases with 
a deep abdominal tumor which disappears and re- 
appears. 

Broca, who read the report of Charbonnel and 
Augistrou before the Society, replied that in the case 
under discussion the diagnosis of true cyst of the 
pancreas was clearly supported by examination of 
the cyst wall and the intimate relationship between 
the tail of the pancreas and the wall of the cyst. 

PACE. 


Bailey, H.: Spontaneous Rupture of the Normal 
Spleen. Brit. J. Surg., 1930, xvii, 417. 

The author reports a case of spontaneous rupture 
of the spleen and reviews eleven other cases from 
the literature. 

Bailey’s patient, a man twenty years of age, was 
suddenly seized with pain in the abdomen and left 
shoulder while he was sitting in a chair. His tem- 
perature then rose to ror degrees F. and his pulse 
rate to 100. Examination revealed generalized ab- 
dominal tenderness. This was maximal in the right - 
hypochondrium where rigidity was also found. 
Laparotomy disclosed a large amount of free blood. 
Splenectomy was performed. A subcapsular hama- 
toma had ruptured. 

In conclusion, Bailey states that in atraumatic 
hemoperitoneum in the male the spleen should be 
examined first. M. HerBert Barker, M.D. 


Duval, P.: Severe Hematemesis with Splenomeg- 
aly; Splenectomy; A Large Sclerotic Spleen 
with Thrombosis of the Splenic Veins; Re- 
covery (Hématéméses graves avec splénomégalie; 
splénectomie; grosse rate sclérosée avec thrombose 
des veines spléniques; guérison). Bull. et mém. Soc. 
nat. de chir., 1929, lv, 1203. 


Duval reports the case of a woman twenty-eight 
years of age who entered the hospital because of 
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severe hematemesis, melana, weakness, vertigo, and 
headaches. For several years she had had digestive 
disturbances, “sour stomach,” and a feeling of 
weight in the abdomen after meals. A diagnosis of 
hyperchlorhydria had been made. A month before 
she entered the hospital blood had suddenly appeared 
in the urine twelve hours after she had taken a 
purgative, and the same day she vomited blood four 
times. The vomited blood was dark and contained 
large clots. The haematemesis was followed by me- 
lana and the passage of black faces with a foul 
odor. The attacks of weakness sometimes terminated 
in loss of consciousness. 

On examination at the hospital the patient was 
found to be very anemic. The spleen was large, the 
lower pole being at the costal margin and the dull- 
ness extending up to about the fifth rib in the axillary 
line. It was hard, but not irregular. A diagnosis of 
hematemesis of splenic origin with splenomegaly 
from incipient Banti’s disease was made. 

After treatment to combat the anemia, splenecto- 
my was done. The large veins of the pedicle of the 
spleen seemed completely thrombosed. 

The operation was followed by uninterrupted re- 
covery. Three months later the patient was in very 
good general condition and the red cell count was 
4,020,000 as compared with the pre-operative count 
of 2,180,000. 

Histological examination of the spleen showed 
chronic obliterating splenophlebitis, sclerosis, and 
interstitial hemorrhages. 

Because of the present tendency to place sclerosis 
of the spleen with thrombosis of the splenic veins in 
a special grouping, Duval hesitates to call this a case 
of Banti’s disease. PAce. 


Desplas, B., Cain, A., and Peyre, E.: Banti’s Disease; 
Splenectomy; Recovery; Late Results (Maladie 
de Banti; splénectomie; guérison; résultats éloignés). 
Bull. et. mém. Soc. nat. de chir., 1929, lv, 346. 

The case reported was that of an extremely 
corpulent man with thoracic respiration who, for 
six years, had had vague symptoms consisting of slow 
digestion and a permanent feeling of weight in the 
right hypochondrium and three years ago had noted 
an increase in the size of the liver. In the last 
eighteen months he had had four hemorrhages from 
the intestine and several attacks of epistaxis. A 
diagnosis of mitral lesion had been made and treat- 
ment with digitalis had been given. 

When the patient was examined by the authors 
he was extremely pale and weak. The abdomen was 
flexible and free from ascites and collateral circula- 
tion. The liver was enlarged, but signs of portal 
hypertension were absent. The spleen was greatly 
enlarged and very hard, but painless. It extended 
from the level of the umbilicus to the fifth rib. The 
splenic dullness occupied the external half of 
Traube’s space. Adenopathies, hemorrhoids, and 
purpura were absent. The blood picture showed 
marked anemia and leucopenia. The multiple 
cardiac souffles were interpreted as anemic souffles, 
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and a diagnosis of splenomegaly with anemia was 
made. Banti’s disease in the cirrhotic stage was 
feared. 

After two blood transfusions had been given, 
splenectomy was performed. Because of the pa- 
tient’s corpulence and thoracic respiration and 
because of the thoracic development of the spleen, 
great difficulty was encountered. In order to 
deliver the spleen it was found necessary to resect 
the cartilaginous portion of the lower ribs. While 
abdominal respiration was induced by traction on 
the tongue, Desplas delivered the upper pole. 
When once the spleen was out of the abdomen, the 
operation proceeded smoothly. 

Convalescence was interrupted by subacute 
osteochondritis, pulmonary congestion, cedema of 
the legs, decubitus on the buttocks, and a tempera- 
ture of from 38 to 39 degrees C. Blood transfusion 
was followed by improvement. At the end of two 
months, the various complications had cleared up 
except for serous suppuration in the region of the 
wound, which was found to have its origin in the sev- 
enth, eighth, and ninth ribs. Small sequestra were 
eliminated. Two months later, the infected frag- 
ments of rib and cartilage were removed. The 
patient left the clinic in excellent condition, with a 
normal blood formula. Two years after the splenec- 
tomy, he presented no sign of the disease. 

Examination of the extirpated spleen showed 
uniform enlargement and hardening and a slight 
perisplenitis. There was marked sclerosis of the 
capsule, pulp, trabecula, and vessels. The sclerosis 
was of the adult, non-infiltrating type. The fine 
reticular network of the sinuses was replaced by 
thick, collaginous filaments which were poor in cells. 
The sinusoid cells were small and contracted around 
their nuclei. No macrophage reaction, hemorrhagic 
foci, or pigmented or hamatic inclusions were noted. 
The red pulp was greatly hypertrophied, but the cor- 
puscles of Malpighi were not appreciably changed. 
Numerous mononuclear cells and eosinophiles were 
seen, but no polymorphonuclears or plasma cells. 
In every respect the spleen resembled the spleen 
of Banti’s disease. 

The condition of the blood at various dates is 
shown in a table. Two years after the splenectomy 
the anemia had completely disappeared, the leuco- 
cyte count was slightly increased (increase of 
lymphocytes), and the serum was _ practically 
normal. FLORENCE A. CARPENTER. 


MISCELLANEOUS 


Ritvo, M.: Hernia of the Stomach Through the 
(sophageal Orifice of the Diaphragm. J. Am. 
M. Ass., 1930, xciv, 15. 


Ritvo defines hernia of the cesophageal orifice 
as the protrusion of a portion of the cardia of 
the stomach through the cesophageal opening of 
the diaphragm into the thorax. This type of dia- 
phragmatic hernia was formerly considered very rare, 
but with the increasing use of the roentgen ray in 
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the examination of the gastro-intestinal tract, it 
is being found with increasing frequency. In the 
last decade several large series of cases have been 
reported. 

The author reports 60 cases, all diagnosed during 
the routine roentgen examination of the stomach 
with the opaque meal in a period of five years, 
during which time about 8,ooo gastro-intestinal 
cases were studied roentgenologically. 

Enlargement of the oesophageal orifice of the 
diaphragm with resultant herniation of the cardia 
may be congenital or acquired. The acquired cases 
are due to increased intra-abdominal tension plus 
some unknown factor which accounts for the oc- 
currence of the herniation through the oesophageal 
hiatus rather than at one of the more common sites 
of hernia. 

Of the 60 patients whose cases are reported by the 
author, 41 were females. The ages varied from 
twenty-one to seventy-two years. ‘The majority 
of the patients were over forty years old. Fourteen 
patients had no symptoms referable to the hernia. 
The most common symptoms were epigastric pain, 
heartburn, nausea, vomiting, regurgitation, and 
constipation. As a rule, the symptoms were rather 
indefinite, mild, and of long duration. The most 
typical complaint was a feeling of weight or pressure 
under the xiphoid process, coming on during or soon 
after eating and relieved by a hot drink or by 
walking about for a few moments. 

Small hernia cause no physical signs, whereas 
large hernia may suggest pneumothorax or hydro- 
thorax. Roentgen examination is usually the only 
means of arriving at a diagnosis. Very careful 
studies are essential to demonstrate the lesion. 
Fluoroscopic observations with the patient in the 
prone, supine, and oblique positions must be made 
as the hernia is rarely seen in the erect position. 

After the ingestion of the opaque meal, the hernia 
is manifested by a round or ovoid shadow just above 
the diaphragm. It lies in or near the median line, 
usually to the left of the oesophagus. As a rule it 
connects with the stomach by an isthmus at the level 
of the oesophageal orifice. It must be differentiated 
roentgenologically from diaphragmatic hernia of 
other types, diverticulum of the oesophagus and 
stomach, cardiospasm, cardia-cesophageal relaxa- 
tion, and eventration. The treatment consists mainly 
of dietetic and preventive measures. Surgical opera- 
tion is indicated only if the symptoms are severe. 

MANUEL E. Licutenstein, M.D. 


Bobrov, V.: Inflammatory Diseases of the Retro- 
peritoneal Cellular Tissue of the Duodenum, 
Pancreas, and Gall Bladder, and the Avenues 
of Escape for Fluids from These Regions 
(Entzuendliche Erkrankungen des retroperitonealen 
Zellgewebes des Duodenums, der Pankreas und der 
Gallenblase und die Abflusswege der Fluessigkeiten 
aus diesen Abschnitten). Verhandl. d. 20. russ. 
Chir.- Kong., Moscow, 1928, 1929. 


In studies on the cadaver the author found that the 
duodenum and the head of the pancreas are sur- 
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rounded by a connective tissue sheath which is 
closed below and opens on the right toward the right 
kidney. All injected fluids escape from the duodenal 
region toward the right, in front of the right kidney, 
and spread into the so-called paracolon layer. They 
flow around the hepatic flexure of the colon, the as- 
cending colon, and the cecum, sink into the pelvis 
along the ureter and hypogastric vessels as far as 
the bladder, and extend along the external iliac artery 
to the femoral canal. Externally, the boundary line 
extends to the reflection of the peritoneum, and in- 
ternally, to the left border of the aorta where there 
are rather dense adhesions of the peritoneum to the 
vessels, nerves, and lymphatic organs. Inferiorly, it 
extends along the mesocolon into the pelvis, and 
above, it goes behind the descending portion of the 
duodenum. The right and left layers are not strictly 
separate above. In a few of the author’s experiments 
injected plaster or gelatin went over to the left side 
and spread behind the descending portion of the 
colon, sometimes into the left iliac fossa, sometimes 
to the inner opening of the femoral canal, and some- 
times into the para-ureteral layer. 

Bobrov emphasizes the inconstancy and weakness 
of the prerenal fascia. In 80 per cent of his experi- 
ments the gelatin mass broke through it and then 
filled the right or, less often, the left, paranephron 
and, farther downward, the retroperitoneal layer. 

Clinical observations on the extension of pus, blood, 
and intestinal contents correspond exactly with the 
author’s findings in the cadaver. 

Bobrov describes also several clinical observations 
of retroperitoneal hemorrhages and suppurations 
arising from the duodenum, pancreas, and gall blad- 
der. He comes to the conclusion that suppurative 
processes of the retroperitoneal cellular tissues having 
their origin in the pancreas and gall bladder infect the 
paracolonic tissues and often lead to infection of the 
fatty capsule of the right kidney. These infections 
usually occur on the right side, but occasionally ex- 
tend over to the left side. Such suppurations are 
serious. As a rule they lead to peritonitis, although 
in some cases they runachronic course. Kocu (Z). 


Wilkie, D. P. D.: Some Principles in Abdominal 
Surgery. Surg., Gynec. & Obst., 1930, 1, 129. 

Wilkie emphasizes that a guiding rule in the sur- 
gery of the abdomen should be the avoidance of 
traction and tension. Incisions in the abdominal 
wall should be so planned that they will give the 
freest possible access to the site of disease without 
the use of forcible retraction. Retractors should be 
employed only to retain out of the surgeon’s way 
tissues which have been gently pushed aside. 

The surgeon should deal only with the mobile or- 
gan. If the organ to be operated upon is immobile, 
it should be mobilized. Mayo has shown how a gen- 
erous mobilization of the proximal colon may always 
be effected so as to render resection of a large section 
both simple and safe. Other portions of the gut, such 
as the duodenum, the splenic flexure, and the de- 
scending and iliac colon are equally amenable to 
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mobilization. Mobilization is especially important 
in splenectomy. 

Most abdominal pains, excluding those due to ir- 
ritation of the parietal peritoneum, are due either to 
spasm of, or tension within, the hollow viscera. An 
especially important form of intra-abdominal ten- 
sion is that of acute obstruction of the appendix, a 
condition in which timely operation can remove 
threatening danger, whereas delay of operation 
means rupture with the development of peritonitis 
that often is fatal. 

Complete examination of the various abdominal 
viscera at operation is necessary in order that other 
gross pathological lesions may be attended to or ex- 
cluded. The frequent association of lesions of the 
appendix, duodenum, and gall bladder is well known. 

In the surgery of the abdomen, as in that of other 
regions, it is often not only desirable, but also neces- 
sary for success, to operate in two stages. In the 
acute crisis of disease, the immediate operative in- 
dication is clearly the minimal procedure that will 
give relief and save the patient’s life. The length of 
the interval between the preliminary procedure and 
the radical operation must be determined according 
to the requirements of the particular case. 

Joun W. Nuzum, M.D. 


Ehler, F.: Surgical Complications of Chronic In- 
flammation of the Mesentery (Chirurgische 
Komplikationen bei chronischer Mesenterialentzuen- 
re Cas. lék. Eesk., 1929, ii, 1180. 

Chronic inflammation of the mesentery is a rather 
rare surgical condition. It usually: runs a slow, 
chronic course with no particular subjective symp- 
toms, and becomes manifest only because of its se- 
quel, cicatrization and shrinkage, which lead to 
kinking and obstruction of the bowel. Only the 
intramesenteric connective tissue is involved in the 


inflammation, never the peritoneum. The ileocecal 
and sigmoid regions are effected most frequently. 
The most common cause is inflammation of the mes- 
enteric lymph glands which is usually due to tuber- 
culosis, but sometimes is the result of other infec- 
tions. Other causes are acute and chronic appendi- 
citis, cholelithiasis, subcutaneous trauma, and em- 
bryonic abnormalities in the development of the 
mesentery. 

On the basis of the symptoms, three phases may 
be distinguished. In the first phase, the etiological 
factors—inflammation of lymph glands, traumata, 
and large hernia requiring frequent reduction—dom- 
inate the picture. In the second phase, in which 
scars and bands are formed in the mesentery, there 
are vague pains in the abdomen associated with 
meteorism, and tenderness. In the third phase, there 
are evidences of acute obstruction which bring the 
patient to operation. Most often there is a volvulus 
of the flexure caused by narrowing and plication of 
the mesenteric attachment. 

The author reports four cases. In the first, which 
was fatal, catarrhal inflammation of a persistent 
Meckel diverticulum led to inflammation of the 
lymph glands followed by inflammation of the mes- 
entery with shrinkage which resulted in kinking of 
the small bowel and ileus. In the second case, there 
was a volvulus of the flexure from contraction of 
the mesentery, and cure was effected by permanent 
colostomy. The author attributes the inflammation 
in this case to an obstinate constipation. The third 
case was identical with the second. In the fourth 
case there was mesenteritis of a jejunal loop which 
caused kinking. Entero-anastomosis was followed 
by recovery. The inflammation of the mesentery 
was attributed to a bilateral scrotal hernia requiring 
frequent reduction. The hernie were repaired two 
vears before the attack of ileus. Harm (Z). 
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UTERUS 


Douay: An Infected Chorionepithelioma; Four- 
Year Cure Following Vaginal Hysterectomy 
(Chorio-€pithéliome infecté; hystérectomie vaginale; 
guérison aprés 4 ans). Bull. Soc. d’obst. et de gynéc. 
de Par., 1929, xviii, 686. 


Douay reports a case of severe hemorrhage and 
sepsis following diagnostic curettage in a case of 
chorionepithelioma developing after hydatid mole. 
Vaginal hysterectomy performed one week later re- 
sulted in rapid convalescence and a four-year cure. 
On the basis of this experience, Douay advises im- 
mediate hysterectomy in all cases in which chor- 
ionepithelioma can be diagnosed clinically. Aside 
from the fact that it is associated with the danger of 
uterine perforation and sepsis, curettage is unsatis- 
factory because it may fail to reveal malignant areas. 

In the discussion of this report, SIREDAY cited a 
case in which uterine perforation occurred. 

Haroip C. Mack, M.D. 


Béclére, A.: Uterine Sarcoma and Roentgenother- 
apy (Sarcome de l’utérus et roentgenothérapie). 
Bull. Soc. d’obst. et de gynéc. de Par., 1929, xviii, 683. 


Béclére reports a case of uterine sarcoma develop- 
ing in a woman fifty-nine years of age who had 
passed the menopause ten years previously. The 
tumor reached the size of a full-term pregnancy. 
X-ray therapy was followed by rapid regression of 
the neoplasm at the rate of 1 cm. per day to com- 
plete disappearance for five months. Ten months 
later death occurred from vertebral metastasis. 

In the discussion of this report, FAURE and Douay 
emphasized the difficulty of diagnosing sarcoma, 
both clinically and histologically, and advised surg- 
ery for all doubtful and operable cases. 

SIREDAY reported another case of remarkable 
though only temporary, benefit following irradiation. 
Because of the possibility of sarcomatous degenera- 
tion of uterine fibroids, he advised operation in all 
cases in which these tumors enlarge after the 
menopause. Harop C, Mack, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Fels, E.: Experimental Studies of the Physiology 
and Biology of the Sex Hormone Carried Out 
on Parabiotic Animals (Experimentelle Studien an 
Parabiose-Tieren ueber Physiologie und Biologie der 
Sexualhormone). Arch. f. Gynaek., 1929, cxxxviii, 
16, 


The experiments reported by Fels were made on 
seventy-three parabiotic pairs of animals, fifty-three 
of which lived longer than ten days. Among those 
that died earlier are included, of course, those that 


were killed for the purposes of the experiment. In 
most of the experiments (sixty-three) rats were used, 
and in the others, mice or rabbits. The animals 
were joined by the abdominal cavities (coeliac 
anastomosis). 

When animals of the same sex were united the 
parabiosis had no effect on the generative glands or 
sex function, as evidenced in female animals by 
the vaginal cycle, uterus, ovaries, and hypophysis, 
and in male animals by the testicles and secondary 
sex characteristics. The failure of the cestrual cycle 
in one female animal to affect the other is due to the 
fact that very large amounts of hormone are neces- 
sary to cause cestrus in the parabiotic partner. The 
ovum is not to be regarded as the chief factor regu- 
lating oestrus. The differences in the cestrual con- 
dition of the vaginal mucous membrane of the two 
parabiotic animals are shown clearly in illustrations. 
Glands of internal secretion which are closely re- 
lated to the generative glands, such as the hypophy- 
sis and adrenals, also remained unaffected. 

In parabiosis of males and females, the testicles 
always degenerated, whereas the ovaries failed to 
show even microscopic changes. When the de- 
generation of the testicles was marked, the hypo- 
physis also showed the changes characteristic of 
castration. These findings support the theory of an 
antagonism between the male and female sex 
hormones and indicate that the female sex hormones 
are biologically the stronger. The fact that some 
investigators have reported persistence of procrea- 
tive ability and have denied testicular degeneration 
is explained by the assumption that when the ovary 
of the female partner shows no ripening of the 
follicles it does not produce the hormone which 
causes the degeneration. 

In parabiosis of a normal with a castrated animal 
the results were the same whether the castrated 
animal was a male or a female. In Fels’ experiments, 
fourteen males and fifteen females were united to 
castrates. In the normal male united to a castrated 
animal of either sex the genitalia became hyper- 
trophied. In the normal female the changes con- 
sisted of precipitate ripening of the follicles with the 
usual secondary effects on the uterus—an increase 
in the size of the uterine lumen, complete obliteration 
of the mucosal folds, a decidual reaction of the con- 
nective tissue cells, and, occasionally, stasis of se- 
cretion with secondary infection. The castrated 
parabiotic partner was not affected by the sex 
hormone of the normal animal; only occasionally 
were proliferative changes observed in the vaginal 
epithelium. The hypophysis and internal genitalia 
always showed the changes characteristic of cas- 
tration. Accordingly, the supply of hormone from 
the normal animal to the castrated parabiotic 
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animal was sufficient for only the beginning of 
cestral proliferation of the vaginal epithelium and 
not sufficient to prevent the castration atrophy of 
the uterus. The hypophysis of a castrated female in 
parabiosis with a normal female retained the char- 
acteristics of castration. The cause of the changes in 
the genitalia of the normal animal in parabiosis 
with a castrated animal is the hormone of the an- 
terior lobe of the hypophysis of the castrated animal. 
The hormone of the anterior lobe of the hypophysis 
enters the parabiotic partner more easily than the 
sex hormone. This observation may be of practical 
importance as it may indicate that very small 
amounts are necessary ‘or the effect noted or that 
the hormone of the anterior lobe of the hypophysis 
is not excreted so quickly. ‘The author rejects the 
theory of a castration hormone as the cause of cas- 
tration changes. Even though these changes in the 
castrated parabiotic animal can be stopped or com- 
pensated for by the administration of sex hormone, 
the hypertrophic changes in the ovaries of the 
normal animal cannot be explained. M re probable 
is the theory that the hormone of the anterior lobe 
of the hypophysis which has become useless in the 
castrated animal goes over into the other animal and 
there exerts its effect on the generative glands which 
lack the protection against an excess of hormone 
such as is present, for example, in pregnancy. 

Evidently the hypophyseal reaction is produced 
relatively easily in a parabiotic animal. Fels proved 
this by demonstrating that in female parabiotic 
animals the administration of sex hormone to one 
animal caused cestrus orfly in that animal, whereas 
the administration of hormone of the anterior lobe 
of the hypophysis caused cestral changes in both 
animals. It was demonstrated also by the fact that 
in an experiment in which one of the parabiotic 
animals was still immature (weighing 65 gm.), the 
normal animal showed the changes in the ovary. The 
theory of functional capacity of the infantile hy- 
pophysis is therefore again confirmed by the find- 
ings of parabiotic studies. 

To judge the effects of parabiosis on conception 
and the course of pregnancy it is necessary to dif- 
ferentiate the effects due to the surgical operation 
itself and those due to the condition of the specific 
glands of internal secretion produced by the para- 
biosis. 

The author’s conclusions, which confirm the 
observations of earlier investigators, are summarized 
as follows: 

Conception and pregnancy can occur in: (1) para- 
biosis between two females because in such para- 
biosis the sex functions remain unaffected, and (2) 
in parabiosis between males and females only after 
complete degeneration of the testicles. In parabiosis 
of two females a pregnancy already existing can go 
on to term, whereas in parabiosis of a female and a 
male animal it will be interrupted by the antagonism 
of the sex hormone if the testicles of the male are 
still functioning. Conception and pregnancy cannot 
occur in parabiosis with a castrated animal because 
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the hormone of the anterior lobe of the hypophysis 
of the castrate causes unphysiological conditions of 
the genitalia of the normal animal. For the same 
reason, an already existing pregnancy in this para- 
biotic combination cannot be carried to term unless 
it is far advanced. Uterine contractions in the non- 
pregnant parabiotic animal during the labor of its 
partner have never been observed. Therefore the 
theory of the formation of a toxin during labor is to 
be rejected. Pregnancy in one of the members of 
the parabiosis causes no changes in the reaction of 
the other animal, whether the latter is a male, a 
female, or a castrate. In interruption of an early 
pregnancy there is involution of the ovum with slight 
hemorrhage from the vagina, whereas in interrup- 
tion of a more advanced pregnancy the embryo dies 
and is expelled. Fiescu (G). 


Murard, J.: Peritoneal Inundation from the Rup- 
ture of a Menstrual Corpus Luteum (Inondation 
péritonéale par rupture d’un corps jaune menstruel). 
Bull. et mém. Soc. nat. de chir., 1929, lv, 1184. 


The case reported was that of a married woman 
twenty-one years of age who consulted the author 
because of subacute abdominal pain persisting after 
an attack of severe diffuse pain in the abdomen 
which had awakened her the previous night. ‘The 
pain was not associated with vomiting. Since the 
attack, no stools and only a slight amount of gas 
had been passed. Menstruation had occurred fif- 
teen days previously. ‘This was the third attack of 
the kind. Both of the preceding attacks occurred 
at the time of menstruation, the first four years 
previously and the second three years previously, 
and both had been attributed to appendicitis. 

At the time of her examination by Murard, the 
patient was slightly pale. The abdomen was flaccid 
and free from meteorism, but pain was present on 
the right side below McBurney’s point. The pulse 
was 100 and the temperature 37.5 degrees C. A 
diagnosis of appendicitis was made. 

At operation, the peritoneal cavity was found full 
of bright blood. The origin of the haemorrhage was 
an orifice in the median portion of the free edge of 
the right ovary. The appendix was slightly swollen 
and very vascular. The right ovary and the appendix 
were removed. Recovery was uninterrupted. 

Histological examination of the ovary revealed a 
menstrual corpus luteum and a small graafian 
follicle. No fetal elements were present. The bleed- 
ing was evidently a hemorrhage of the corpus 
luteum. 

Exclusive of those associated with pregnancy, 
intraperitoneal hemorrhages of ovarian origin may 
be classified into three groups according to the 
stage of ovulation: (1) those occurring during 
maturation of the follicle, which are very rare; (2) 
those occurring during ovulation, which are also 
rare; and (3) those occurring during the evolution 
of the menstrual corpus luteum. Murard quotes 
Besancon on this subject. With the exception of 
cases in which there is a history of traumatism or a 
































predisposition to hemorrhage, the cause is com- 
pletely unknown. PACE. 


D’ Allaines, F.: An abscess of the Corpus Luteum 
Rupturing into the Free Peritoneal Cavity; 
Pneumococcal Peritonitis (Abcés du corps jaune 
rompu en péritoine libre; péritonite & pneumoco- 
ques). Bull. et mém. Soc. nat. de chir., 1929, lv, 1372. 


The patient whose case is reported was a girl sev- 
enteen years of age who was suddenly seized with 
very severe abdominal pain followed by vomiting. 
About eight or ten days before, she had had a slight 
sore throat. She had menstruated twelve days be- 
fore. 

When she was seen by the author her tempera- 
ture was 39.5 degreec C. and her pulse 120. The 
pain was most severe in the infra-umbilical region. 
Bilious vomiting had occurred two or three times. 
The abdomen was flat, but there was respiration only 
in the upper half. On palpation, the supra-umbilical 
region was flexible and almost painless. ‘The whole 
infra-umbilical abdomen was contracted, rigid, and 
violently painful on palpation. There was cutaneous 
hyperesthesia. Rectal palpation revealed sensitive- 
ness in the pouch of Douglas. A diagnosis of acute 
peritonitis was made and the patient removed to the 
hospital. Her temperature increased to 40 degrees 
C., her pulse to 130, and her respiration to 32. Vom- 
iting occurred twice, and the contracture and pain 
extended upward above the umbilicus. 

At operation, the abdominal cavity was found to 
contain about 250 c.cm. of thick pus of a chocolate 
color. This was especially abundant in the pelvis. 
The right ovary was of the size of a mandarin orange 
and presented a jagged orifice from which issued pus 
of the same nature as that in the pelvis. The ovary 
was resected between two ligatures. Recovery 
ensued. 

The initial pain, the solitary localization in the 
corpus luteum, and the integrity of the tube indi- 
cated that the abscess was metastatic. Direct ex- 
amination as well as culture of the pus showed 
pneumococci. 

The specimen removed was a very voluminous 
ovary, the greater part of which was formed by an 
irregular, anfractuous cavity with an irregular fis- 
sure. Sections of the ovary showed that the fissure 
was the site of a corpus luteum which had abscessed 
and broken. An infiltration of polynuclears extended 
among the cellular elements of the corpus luteum to 
the immediate periphery of the latter, but did not 
touch the remainder of the ovarian parenchyma. 

The author cites similar cases from the literature. 

PACE. 


Fleming, A. M.: Clinical and Pathological Report 
on Three Unusual Ovarian Tumors. J. Obs/. & 
Gynec. Brit. Emp., 1929, XXxvi, 793. 

The three tumors described were of the fibromy- 
omatous type, but were permeated by small masses 
of epithelioid cells. They were found more or less 
accidentally. ‘The clinical histories show that there 
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were no leading symptoms or gross signs of malig- 
nancy. Car H. Davis, M.D. 


EXTERNAL GENITALIA 


Fluhmann, C. F.: Simple Round Ulcers of the 
Vagina. Am. J. Obst. & Gynec., 1929, xviii, 832. 

The simple round ulcer of the vagina is a rare 
lesion. It has been observed only once in 4,666 cases 
admitted to the gynecological service of Lane 
Hospital, San Francisco. The age incidence is known 
for only 14 of the 18 reported cases. All but 3 of 
the patients were over forty years old and 4 of them 
were over sixty. 

There is apparently no connection between this 
lesion and other pelvic disease, but in a case re- 
ported by Beuttner a small uterine fibroid and a 
cervical polyp were found. In several cases general 
systemic conditions were present. In 1 of Zahn’s 
cases the patient died with a contracture of the 
extremities and aphasia which had confined her 
to a hospital for six years. Both of Beuttner’s 
patients had cardiac disease, and in 1 of them autop- 
sy disclosed, in addition, an ulcer of the duodenum 
and ecchymotic erosions of the large intestine. 
Browicz’ patient had a croupous pneumonia; 
Zahn’s second patient, endocarditis and chronic 
pulmonary tuberculosis; 1 of Braithwaite’s patients, 
general asthenia; and ‘Thomson’s first patient and 
1 of the author’s, a marked secondary anemia. 

The ulcer is a chronic lesion. In most cases 
there are few or no associated symptoms, but in 
some the ulcer may cause leucorrhoea and bleeding. 
It is generally painless, but manipulation may 
elicit tenderness. It is characteristically round or 
oval. Its edges are even and sharply demarcated, 
but show no undermining. ‘The lesion is very 
shallow. There is no surrounding induration. On 
palpation it may be missed altogether. ‘The base 
is usually smooth and reddened. It may have the 
appearance of granulation tissue or may be covered 
by a fibrinous or purulent exudate. The surrounding 
vaginal mucosa appears normal, although Zahn’s 
second case showed extensive ecchymosis and 
hemorrhagic erosion, in 1 of Veit’s cases there 
was senile vaginitis, and in the author’s first case 
there were fine punctate hemorrhagic spots in 
the vault of the vagina. 

Of 13 cases in which the site of the ulcer is known, 
the lesion occurred on the posterior vaginal wall 
in 11, on the anterior wall in 1, and on the lateral 
wall in 1. In 6 cases it was just to the left of the 
midline on the posterior wall. According to Beutt 
ner, its frequency at this site is due to the fact that 
this is where the secretions from the cervical canal 
are poured out. 

The lesion is usually single, although in 1 of the 
author’s cases there were 2 ulcers, in Browicz’ 
case there were 8, in 1 of Braithwaite’s there were 
4 or § which gradually coalesced, and in Kaufman’s 
case there were a large number of areas of necrosis. 

Kk. L. CoRNELL, M.D, 
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MISCELLANEOUS 


Asherson, N.: The Relation of Dosage of Radium 
to Age in the Production of Amenorrhea. J. 
Obst. & Gynec. Brit. Emp., 1929, xxxvi, 778. 


The author reviews the results in the cases of 
ninety-eight women between the ages of twenty-one 
years and the menopause who were treated with ra- 
dium to produce amenorrhcea. 

He postulates that in the cases of patients be- 
tween puberty and the menopause who have a 
normal sized uterus the younger the patient the 
larger the milligram-hour dose of radium necessary 
to produce amenorrhcea. 

In not one of eighty cases of menopausal menor- 
rhagia treated with radium did carcinoma of the cer- 
vix supervene. The author therefore suggests that 
in the use of radium to hasten the menopause we may 
have a prophylactic measure against carcinoma of 
the cervix. 

Attention is drawn to certain sequele following 
the administration of large doses of radium irradia- 
tion. Cart H. Davis, M.D. 


Loeser, A.: The Treatment of Chronic Gonorrheeal 
Infections in the Female by Subcutaneous 
Injections of Living Cultures of Gonococci (Le 
traitement de la gonococcie chronique de la femme 
par les injections sous-cutanées de cultures vivantes 
de gonocoques). Bull. Soc. d’obst. et de gynéc. de Par., 


1929, xviii, 603; Rev. frang. de gynéc. et d’obst., 1929, 
XXIV, 732. 

The treatment of chronic gonorrhceal infections of 
the female genital tract (endocervicitis, salpingitis) 
by the subcutaneous injection of living gonococci has 
been carried out by the author in 1,500 cases without 
detrimental effect and with cure in from 60 to 70 
per cent. The injection produced a purely local re- 
action and never resulted in septicemia. With the 
exception of arthritis, acute infections are not 
benefited, nor are chronic infections involving the 
rectum, urethra, and the glands of the vulva. 

The organisms obtained from a case of acute 
gonorrhoea are cultivated on ascites-agar and trans- 
ferred to fresh media every forty-eight hours so that 
after three or four transfers pure cultures are ob- 
tained. After ten days of growth the cultures lose 
their virulence and should not be used. A suspension 
made by adding 3 c.cm. of a physiological solution 
to a forty-eight-hour culture containing from eight 
to twelve billion organisms and agitating the tube is 
drawn up in a sterile syringe. One cubic centimeter 
is then injected subcutaneously. The injection may 
be repeated after from ten to fourteen days. 

Following the injection, the author noted dis- 
appearance of the organisms from the infected area 
within two weeks, accompanied by a reduction in 
the amount of pus in the discharge. In the majority 
of cases one injection was sufficient to bring about 
immunity and cure. Harotp C. Mack, M.D. 
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OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Alvarez, W. C., and Hosoi, K.: Reversed Gradients 
in the Bowel of Pregnant Animals. Am. J. 
Obst. & Gynec., 1930, xix, 35. 

Many years ago, when Alvarez first conceived the 
gradient theory of peristalsis, it occurred to him 
that much of the nausea, vomiting, and heartburn 
of pregnancy might well be due to a reversal of one 
or more of the intestinal gradients. Such a reversal 
might conceivably be brought about by an increase 
in the metabolic rate and activity of the muscle in 
the lower part of the bowel, an increase related in 
some way to the increase in the metabolic activity 
of the pelvic organs. 

As Hofbauer has shown, the stimulus of pregnancy 
leads not only to hypertrophy of the uterus, but 
also to hypertrophy of the muscle in the trigone of 
the bladder, the lower end of the ureters, and the 
vagina. It produces marked changes in the blood 
supply of all of the organs in the pelvis and alters 
their reactions to drugs and the stimulation of 
nerves. Such modifications in structure and function 
are to be expected as Child has shown again and 
again that changes in the metabolic activity of one 
part of an organism will profoundly affect the 
growth and activity of adjacent parts. 

In attempting to put these theories to a test, 
Alvarez years ago studied the gradients in the rate 
of rhythmic contraction and in the catalase content 
in a number of pregnant rabbits. So little difference 
from the normal was found that the problem was 
put aside until more could be learned about some of 
the other gradients that were then being discovered 
in normal animals. Recently, when the authors 
succeeded in reversing the gradients of the latent 
period and irritability by artificial stimulation of 
the muscle at the lower end of the ileum (by the 
injection of a few drops of turpentine) it occurred to 
them that these gradients might be reversed also by 
pregnancy. 

Studies made on pregnant rabbits showed that the 
rate of rhythmic contraction in the small bowel was 
slightly slowed, but there was no change in the 
gradient from the duodenum to the ileum. The 
gradient in irritability was flattened in some of the 
animals and reversed in others. The gradient of 
latent period was always reversed. Conduction was 
somewhat changed in that waves moving orad 
traveled a little faster than those moving caudad. 

Peristaltic rushes were inhibited. They were hard 
to start and they became slower instead of faster 
as they should normally. 

In puerperal animals the bowel was unusually 
irritable, but the gradient of irritability was normal. 
The gradient in the latent period was reversed. 
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In sickly animals some of the gradients were 
reversed or flattened while others remained normal. 
This may be a factor of safety enabling the organism 
to continue with digestion at times when there is a 
marked tendency toward reverse peristalsis in the 
bowel. 

The authors express the hope that a drug will be 
found which will restore gradients to normal. The 
difficulties in the way of finding such a drug are dis- 
cussed. 

It is suggested that reversal of gradients may occur 
in pregnant women and may account for some of the 
nausea and vomiting of pregnancy. 

It is suggested also that the dilatation of the 
ureters so commonly seen in pregnant women may 
be due to a reversal in the ureteral gradient from 
kidney pelvis to bladder. 


Jerlov, E.: The Hemoglobin Deficiency During 
Pregnancy, and a Suggestion for the Prevention 
of Anzmia (Ueber den Haemoglobinmangel waeh- 
rend der Graviditaet und ein Vorschlag zu Anaemie- 
prophylaxe). Acta obst. et gynec. Scand., 1929, 
viii, 356. 


The author reports determinations of the hemo- 
globin percentage in the blood of 1,143 pregnant 
women. ‘The cases are grouped as follows: 

Group 1 (not treated with iron; hemoglobin above 70 per 
cent): 
(a) 707 cases examined once; (b) 141 cases examined 
twice or more frequently. 
— (treated with iron; hemoglobin less than 70 per 
cent): 
(a) 175 cases examined once; (b) 120 cases examined 
twice or more frequently. 


This grouping shows that in 295 cases, 25.9 per cent 
of the total number, the hemoglobin was below 70 
per cent. When the average value for each month 
of pregnancy was calculated, it was found to fall pro- 
gressively, as is shown in the following table: 


Month of Number of Average value 


pregnancy determinations % 
3 42 83.0 
4 47 78.4 
5 44 78.0 
6 45 75:3 
7 105 75.0 
8 225 73.9 
9 417 73.2 
10 392 93.3 


Of the 141 cases in Group 1 in which 2 or more de- 
terminations were made, 64 per cent showed a 
moderate decrease as the pregnancy progressed. 
In 19 per cent, the value remained constant, and in 
17 per cent it was somewhat decreased. In 2.7 per 
cent of the cases the percentage was between 40 
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and 50; in 13.9 per cent, between 50 and 60; and in 
83.4 per cent, between 60 and 7o. 

The effect of treatment with iron, iron and arsenic, 
or fresh vegetables was evidenced in Group 2 by 
an increase in the hamoglobin in go per cent of the 
cases. However, in spite of the treatment, the value 
remained constant in 5 per cent and decreased in 5 
per cent. 

The author advises treatment of all pregnant 
women whose hemoglobin value has fallen below the 
normal for the month of their pregnancy because he 
regards it of great importance to prevent the anemia 
which is so common in pregnancy and always termi- 
nates in more or less pronounced bleeding, and 
because an untreated anaemic woman will be handi- 
capped if she is called upon to combat such a 
condition as infection or thrombosis during the puer- 
perium., 


Skajaa, K.: Variations in the Cell Volume of the 
Blood in Pregnancy Toxzmia and in Labor. 
Acta obst. et gynec. Scand., 1929, vili, 371. 


The author made 800 determinations of the cell 
volume of the blood at the end of pregnancy and 
during and after labor. These included repeated de- 
terminations in the cases of 118 women and single 
determinations in the cases of 80 women. 

The results showed that during pregnancy the cell 
volume was decreased. In 120 normal women at the 
end of pregnancy it varied between 27.5 and 44.5 
per cent (average, 36.4 per cent), whereas in normal, 
non-pregnant women it was about 43 per cent. The 
decrease was caused by arf increase in the amount of 
plasma in the blood. 

When the cases studied were grouped according to 
the degree of intoxication present a certain regu- 
larity in the variations became apparent. 

In women without any signs of pregnancy intoxi- 
cation the cell volume remained unchanged during 
the last weeks before labor and showed only a slight 
increase or none at all during labor. 

In women with albuminuria during labor, the cell 
volume usually increased during the course of labor. 
As a rule, the increase was moderate. 

In women who showed signs of intoxication during 
pregnancy (without eclampsia) there were marked 
variations in the cell volume which began with thick- 
ening of the blood. The thickening of the blood 
rarely remained constant for any length of time, be- 
ing soon followed by more or less thinning. It usually 
appeared before labor and lasted during labor. 

In all cases with rather marked thickening of the 
blood there were increasing symptoms of intoxica- 
tion, and when marked thinning of the blood oc- 
curred there was clinically a pronounced regression 
of the symptoms. Conversely, all cases with dis- 


tinctly increasing or decreasing symptoms of intoxi- 
cation showed corresponding changes in the concen- 
tration of the blood 

The most marked thickening was found in threat- 
ened eclampsia. This amounted to 23 per cent be- 
fore labor and 30 per cent after labor. The greatest 
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thinning before labor (25 per cent) was observed after 
intercurrent threatened eclampsia. Judging from 
the higher cell volumes noted during the attacks and 
the great thinning after cessation of the attacks, the 
thickening of the blood is much more marked in 
eclampsia than in threatening eclampsia. 

It appeared that in eclampsia the blood under- 
went very rapid changes in its concentration, being 
thickened before, during, and just after the attacks, 
but thinned to 25 per cent between the attacks. After 
cessation of the attacks there was a very rapid 
thinning. 

In 11 cases with more or less marked signs of in- 
toxication a thickening of the blood was found at 
the beginning of labor, but thinning followed an in- 
jection of morphine. 

In about half of the cases without signs of preg- 
nancy intoxication the cell volume increased uni- 
formly after labor above the values noted during 
labor, so that after from twelve to fourteen days it 
approached 43 per cent. A loss of about 300 c.cm. of 
blood during labor had no noteworthy effect on the 
cell volume. ‘The behavior of the cell volume in these 
cases is to be regarded as entirely normal as it re- 
stored the physiological relationship between the 
blood corpuscles and plasma after the termination 
of the pregnancy. In the group of cases with albu- 
minuria during labor there were only 2 which showed 
such behavior, and in the group with marked preg- 
nancy intoxication there was none. 

In all other cases a marked transient thinning of 
the blood appeared in the first few days after labor, 
even when the loss of blood during labor had been 
minimal. In almost all of the cases the thinning was 
much more than was necessary to compensate for 
the blood loss and is evidently to be regarded as a 
compensation, or possibly, a hypercompensation, of 
a previous thickening of the blood. 

After the transient thinning, the cell volume in- 
creased rapidly in the cases without signs of intoxi- 
cation, but in some of those with albuminuria during 
labor the increase occurred less rapidly, and in the 
cases with marked symptoms of intoxication it was 
still slower. In the cases with threatened eclampsia, 
the cell volume twelve days after delivery was never 
higher than 33 per cent and averaged 31 per cent. In 
the cases of eclampsia, the average value was 26.9 
per cent. In eclampsia, the cell volume usually did 
not increase after the decrease immediately follow- 
ing labor, but showed falling values for from twenty 
to fifty days. 

The shorter or longer persistence of the usual se- 
quelx of pregnancy intoxication and albuminuria 
seemed to play no part in the causation of low cell 
volumes. Apparently the decisive factor was the 
severity of the intoxication. Even the most severe 
postpartum hemorrhages did not delay the re-estab- 
lishment of the physiological cell concentration of 
the blood nearly so much as a previous severe intoxi- 
cation of pregnancy. 

From these findings it appears that the variations 
in the concentration of the blood which were found 
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in so many cases at the end of pregnancy were caused 
by the intoxication of pregnancy. It may be as- 
sumed that the thickening of the blood during labor 
may be attributed to the well-known effect of labor 
in aggravating an intoxication already present or 
causing the development of an intoxication. In the 
same way, the thinning of the blood after labor may 
be related to cessation of the intoxication. Signifi- 
cant of such a relationship is the fact that, in post- 
partum eclampsia, thinning does not occur “intil the 
attacks finally cease. 

The observation that, after the administration of 
morphine, thickening of the blood ceases and may be 
followed by thinning is attributed by the author to 
relief of the intoxication and is in agreement with the 
favorable effect exerted by morphine and chloral in 
the Stroganoff treatment of eclampsia. It seems to 
indicate that the morphine not only decreases the 
tendency toward convulsions, but has a favorable 
effect also upon the intoxication itself. 

Louis Neuwe tt, M.D. 


Stander, H. J., Eastman, N. J., and Harrison, E. P. 
H., Jr.: The Acid-Base Equilibrium of the 
Blood in the Late Toxzmias of Pregnancy. 
Am. J. Obst. & Gynec., 1930, xix, 26. 


This article is based upon total blood-serum elec- 
trolyte studies in which the hydrogen-ion concen- 
tration and the organic acids were determined elec- 
trometrically. The authors draw the following con- 
clusions: 

1. Normal gestation is accompanied by a reduc- 
tion in the total base amounting to about 8 mm. 

2. With this reduction in the total base there is 
a decrease in the anions, serum protein, and bicarbon- 
ate. 

3. The “acidosis” of normal pregnancy, denoting 
an accumulation of abnormal acids, is a misnomer. 
It would be more correct to speak of a ‘‘ compensated 
alkali deficit”’ of pregnancy. 

4. Low reserve kidney and nephritic toxemia 
complicating pregnancy show the same changes in 
acid-base balance as normal pregnancy except when 
the nephritis is severe enough to produce uramia. 

5. Eclampsia at the time of convulsions and coma 
is associated with a true acidosis due to an uncom- 
pensated alkali deficit, as demonstrated by a defi- 
nite increase in the hydrogen-ion concentration. 

6. This acidosis should be regarded as a result 
of the eclamptic convulsion, and is sometimes severe 
enough to cause death by itself. 

7. General anesthesia is contra-indicated in the 
treatment of eclampsia as it still further increases 
the acidosis due to the disease. 

8. It is possible that the high fetal mortality in 
eclampsia may be due in part to the acidosis. 

9. Insulin therapy is of definite help in relieving 
the acidosis of eclampsia, but because of the marked 
uncompensated alkali deficit it may be advisable to 
attempt to treat the acidosis much more radically, 
as, for example, by the intravenous administration 
of sodium bicarbonate. E. L. Cornet, M.D. 





LABOR AND ITS COMPLICATIONS 


Fruhinholz, A.: The Cause of the Onset of Labor 
(A propos du déterminisme de la parturition). 
Presse méd., Par., 1929, XXXxvii, 1525. 

Studies on animals suggest that the onset of labor 
depends in part on the combined action of the hor- 
mones of the posterior lobe of the hypophysis and 
the ovary. The hypophyseal secretion, inhibited in 
the first part of gestation by the secretion of the cor- 
pus luteum, tends to re-appear toward the end of 
gestation simultaneously with re-establishment of 
the follicular secretion of the ovary. 

Empirical clinical observation indicates persist- 
ence of ovarian function during pregnancy. During 
the first three or four months and toward the end of 
gestation, this function becomes very evident, being 
manifested by painful uterine contractions and dys- 
uria at the dates of the first two or three menstrual 
periods that would have occurred in the absence of 
pregnancy, a false beginning of labor a month before 
term, rupture of the membranes, and increased vagi- 
nal discharge. The rhythm of the ovarian function 
may be a factor establishing the date of parturition. 
The duration of gestation is equivalent to ten normal 
menstrual cycles. If the menstrual cycles are nor- 
mally long, the gestation may appear to be pro- 
longed. It seems that a hormone is elaborated in 
preparation for labor as in preparation for men- 
struation. 

When once initiated, labor is maintained by 
mechanical irritation of the uterine contents exerted 
especially in the lower segment of the uterus. 

ALBERT D. De Groat, M.D. 


Hirst, J. C.: An Analysis of Eighty-Four Consecu- 
tive Cesarean Sections. Am. J. Obst. & Gynec., 
1920, Xvill, 773. 

The eighty-four caesarean sections reviewed by 
the author were done in 3,979 deliveries. ‘The pre- 
operative preparation did not include the adminis- 
tration of morphine. In most instances anesthesia 
was induced with nitrous oxide oxygen with a mini- 
mal amount of ether. Local anwsthesia was em- 
ployed in only 2 cases. When the operation was 
elective, there was no preliminary cervical dilata- 
tion. No intra-uterine packing was done in any 
case. In neglected cases and those in which an 
examination had been made, mercurochrome- 
gauze vaginal packing was introduced while the 
patient was on the table and removed as soon as 
the operation was completed. All incisions in the 
fundus of the uterus were sutured with a Piper 
(or modified) special subserous water-tight gut 
suture, which assures freedom from distention and 
the formation of adhesions. ‘The abdominal wound 
suturing was the usual procedure with the use of 
derma skin and 3 or 4 silkworm-gut tension sutures. 
When the operation was well begun, aseptic argot 
and pituitrin were administered. 

The high classical casarean section was performed 
34 times; the low classical operation, 20 times; the 
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Kerr cervical operation, 14 times; the Beck cervical 
operation, 12 times; marsupilization, twice; and the 
Porro operation twice. 

The maternal mortality was 8.33 per cent. One 
death was caused by abruptio placente and one by 
shock. Three per cent of the deaths were due to 
peritonitis, and 2 per cent to eclampsia. The fetal 
mortality was 20 per cent. 

The total febrile morbidity was 57 per cent. If 
causes other than puerperal fever are excluded, it 
was 33 per cent. 

The total incidence of wound complications was 
-10.7 per cent. E, L. Cornett, M.D. 


Grosse, A.: The Results of the Low Cesarean Sec- 
tion (Les résultats de la césarienne basse). Rev. 
frang. de gynéc. et d’obst., 1929, xxiv, 721. 


The author reports the results of low caesarean sec- 
tion performed on account of contracted rachitic pel- 
vis in twenty-three cases, low implantation of the 
placenta in eight cases, toxemia of pregnancy in one 
case, and deformity of the pelvis and lower ex- 
tremity in one case. In two cases hysterectomy was 
necessary in addition—in one, on account of fibrosis 
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uteri, and the other on account of a fibroid which 
could not be enucleated. In two cases, a low cxsa- 
rean section, and in one case, a classical caesarean sec- 
tion had been done previously. In four cases the 
cesarean section was performed from nine to forty 
hours after rupture of the membranes. Of the two 
deaths in the series of cases, one was due to aspira- 
tion pneumonia and the other to septicemia of un- 
known origin occurring twelve days after hysterec- 
tomy In the cases of twenty-eight of the thirty-one 
patients who recovered the postoperative course was 
afebrile. In the three others, there were elevations 
of the temperature due to malaria, gonorrhceal sal- 
pingitis, and antepartum infection respectively. All 
of the infants were born alive and all survived except 
the child of the woman with toxemia. 

The author recommends spinal anesthesia for 
cesarean section because, in maintaining uterine 
contractions, it has a hemostatic effect. He con- 
siders the low operation no more difficult than the 
classical operation and definitely safer in potentially 
infected cases. Because of the absence of adhesions 
subsequent sections can be performed easily. 

Haron C. Mack, M.D. 




















ADRENAL, KIDNEY, AND URETER 


Porter, M. F., and Porter, M. F., Jr.: Report of a 
Case of Paroxysmal Hypertension Cured by the 
Removal of an Adrenal Tumor. Surg., Gynec. 
& Obst., 1930, 1, 160. 


The patient whose case is reported, a man thirty- 
nine years of age, had suffered for three months from 
peculiar attacks associated with a sensation in the 
epigastrium similar to nausea. The attacks occurred 
without apparent reason, usually while he was in 
bed, and lasted about half a minute, during which 
time his color became a “‘sickly green.’”’ Between the 
attacks he felt well. He discovered that inclining 
slightly forward and to the left would precipitate 
an attack. During an attack his blood pressure in- 
creased from 110 to 200 in ninety seconds, his pulse 
slowed down to 55 and became very forcible, his 
color became ashen, and he felt very ill. This con- 
dition lasted four minutes, and at the end of fifteen 
minutes he felt as well as ever. 

A diagnosis of adrenal tumor was made. At ex- 
ploration through a vertical midline epigastric in- 
cision a slightly movable and slightly retroperitoneal 
globular tumor was found in the renal region on the 
right side. A transverse incision was therefore made 
for better exposure. The tumor was easily removed. 
It had no pedicle and was completely encapsulated. 
The operation required two hours. The patient was 
badly shocked for twenty-four hours, but was able 
to leave the hospital fifteen days later. In the 
seventy-four days which had elapsed since the oper- 
ation at the time this report was made, he had had 
no further attacks. 

The tumor was firm, smooth, and elastic, and felt 
like a tense cyst. Microscopic examination of sec- 
tions proved it to be an alveolar adenocarcinoma of 
the adrenal gland, probably cortical. The hospital 
pathologist reported it as an adrenal hypernephroma. 

Eight cases of paroxysmal hypertension have been 
reported. In six, it was due to malignancy. Malig- 
nant invasion of glands usually results in hypo- 
function rather than hyperfunction, but in cases of 
chromaffin-celled tumors the reverse is the rule. 

BENJAMIN F. ROLLER, M.D. 


Papin, E.: A Study of Renal Pain. Pains Provoked 
by Palpation. Painful Points in Reno-Ureteral 
Affections (Etude sur la douleur rénale. Douleurs 
provoquées par la palpation. Points douloureux dans 
les affections réno-uréterales). Arch. d. mal. d.reins 
et d’organes genito-urinaires, 1929, iv, 253. 

When a floating kidney low enough to be grasped 
in both hands is slipped up like a cherry stone by 
pressure, a peculiar painful sensation comparable to 
that caused by pressure on the testicle is produced. 
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This pain is of renal origin, but it is doubtful 
whether the kidney is the source of any of the other 
painful sensations attributed to it on palpation. 
One cannot be sure whether it is the kidney or the 
lumbar or infracostal region which is sensitive to the 
pressure, although when a large suppurating kidney 
is held between the hands it would be difficult to 
contend that what is felt is not true renal pain. 

In reno-ureteral disturbances the painful points are 
of two kinds: those situated on the course of the 
dorsolumbar nerves and those on the course of the 
ureter. The ureteral points are three: the superior, 
the median, and the inferior. The superior ureteral 
or para-umbilical point is situated on the abdominal 
wall on a horizontal line passing through the um- 
bilicus, toward the external edge of the great rectus 
muscle but inside it. This point is constant in 
pyelitis and seems to correspond to the anterior 
perforating branch of the eleventh intercostal nerve. 
The median ureteral point seems unquestionably to 
correspond to the ureter itself, as does the lower 
ureteral point. 

The painful points in the course of the intercostal 
nerves and of the lumbar plexus are the costover- 
tebral, the costolumbar, the subcostal, the supra- 
intraspinous, the inguinal, the suprapubic, and the 
buttock or lateral supra-iliac points. 

Renal pain which starts in the renal parenchyma 
or the renal pelvis is transmitted to the nerve centers 
by way of the renal plexus and thence is reflected 
to the course of the dorso-abdominal nerves. These 
painful points permit indirect determination of the 
sensitiveness of an internal organ which, in corpulent 
subjects, cannot be explored directly. 

The zones of Head are the cutaneous zones which 
correspond to the visceral zone of the same metamere. 
The reflected pain occurs in the form of neuralgia of 
the parietal nerves. It develops spontaneously and . 
is increased by movements, effort, and pressure. In 
cases of very severe or prolonged excitation a cutane- 
ous hyperesthesia may develop. Sometimes the 
hyperesthesia is so marked that the patient cannot 
bear the contact of the bed clothes. Usually it is 
necessary to search out this hyperesthesia by slightly 
rubbing or pinching the skin. 

In renal diseases, contraction of the parietal 
muscles and of the cremaster is observed. The 
beneficial action of dry cupping and scarification of 
the lumbar region in renal diseases is explained by 
the reflex vasomotor stimulation of tissues arising 
from the same metamere. Reflex disturbances of a 
trophic nature also occur. These always appear in 
corresponding zones of the wall. 

Spontaneous pain in renal disease may be continu- 
ous or occur in more or less acute attacks. Acute 
apyretic attacks include: (1) the renal colic in renal 
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lithiasis, hydronephrosis, floating kidney, and other 
conditions such as renal tuberculosis and cancer; (2) 
renal strangulation due to torsion of the pedicle; and 
(3) neuralgia of renal origin. The febrile acute at- 
tacks include: (1) attacks of retention occurring in 
such conditions as pyelonephritis with distention, 
pyonephrosis, and hydronephrosis, and (2) infectious 
perinephritis bordering or not on the formation of a 
perinephritic abscess. Papin describes the pain in 
each of these disturbances. Pacr. 


Fisch and Verliac: The Elimination of Ingested 
Colon Bacilli by the Kidney. Experiments on 
the Rabbit (Elimination par le rein du colibacille 
ingéré. Expériences sur le lapin). J. d’urol. méd. 
el chir., 1929, xxviii, 578. 

Food contaminated with colon-bacillus cultures 
was fed to a rabbit. Oxamide to the amount of 2 gm. 
was added to the food mixture to favor renal local- 
ization. After eight days, signs of infection appeared 
and the animal was killed. Cultures of vena cava 
blood made at this time were positive for the colon 
bacillus. At necropsy, the stomach and a large part 
of the colon were found distended and filled with 
fluid food. The rest of the large intestine was col- 
lapsed and empty. The walls of the stomach and of 
the large intestine, in both the distended and the 
collapsed parts, were greatly thickened. The small 
intestine was empty, presenting slender and trans- 
parent loops. ‘The bladder was distended and its 
wall was thickened. The urine obtained on puncture 
of the bladder was turbid because of the presence of 
salts, but microscopic examination showed it to be 
free from pus and to contain few colon bacilli. Three 
small stones were found in the kidney. These were 
attributed to the oxamide. 

Microscopic examination of the large intestine 
showed extreme development of the lymphoid layer 
in the dilated portion, numerous leucocytes passing 
through the epithelium at certain points in the 
glands, and inflammatory, leucocytic, oedematous re- 
actions at the center of the follicles. In the kidney, 
slight perivascular sclerosis and desquamations in 
certain areas of the pelvis were seen, but no inflam- 
matory lesions. In the suprarenals, numerous colon 
bacilli were found in the lacerated zones. Colon ba- 
cilli were present over a large part of the surface of 
the intestinal mucosa. They were found also in the 
mucous and submucous tissues, but not in the mus- 
cular tissue. In the cross-sections of the kidney, the 
course of the colon bacillus could not be followed as 
the bacilli were disseminated from the cortical region 
to the pelvis. 

From the anatomicopathological point of view the 
tissue was most injured where the bacilli were in 
closest contact with it in the intestine. The kidney 
presented no pronounced lesions and no foci of sup- 
puration. The course taken by the bacillus could be 
traced from the intestinal mucosa and submucosa to 
the blood, thence into the canals of the renal paren- 
chyma, and thence into the bladder urine. Pyelo- 
nephritis was not demonstrated nor pus in the urine. 


The colon bacillus in the bladder urine represented 
only the elimination of the micro-organism which 
had caused a generalized infection with positive 
blood cultures. FLORENCE A. CARPENTER. 


Thomas, G. J.: Renal Tuberculosis. J. Am. M. 
Ass., 1930, XCiv, 229. 

From the study of a large number of cases the 
author has come to the conclusion that renal tuber. 
culosis is secondary to generalized tuberculosis. He 
states that for the study of the early renal lesion of 
tuberculosis the patient should be under observation 
in a sanatorium as it is during the active stage of 
the original pulmonary or other tuberculous lesion 
that the kidney becomes infected. In the majority 
of cases, renal tuberculosis is bilateral. 

To prove the presence of a non-destructive tuber- 
culous infection in an apparently sound kidney, re- 
peated examinations are necessary. Removal of 
one infected kidney should never be done until it 
has been proved conclusively that the other kidney 
is free from destructive lesions. As non-destructive 
lesions will heal, the patient with such lesions should 
be given the advantage of sanatorium treatment to 
assist him in building up a resistance against the 
tuberculosis. Nephrectomy is only the beginning 
of treatment for renal tuberculosis. After the oper- 
ation, the patient should be kept in a sanatorium 
until all evidence of active tuberculosis has dis- 
appeared. Joun G. CueretuaAm, M.D. 


Salleras, J., and Vilar, G.: Spontaneous Renocolic 
Fistula Caused by Renal Tuberculosis; Pyelo- 
graphic Diagnosis (listula renocélica espontanea 
por tuberculosis renal; diagnéstico pielografico). Se- 
mana méd., 1929, XXXvi, 1196. 

The technique of pyelography has been so per- 
fected that the procedure can be used without danger 
even in renal tuberculosis. The authors have ob- 
tained excellent roentgenograms of secondary mal- 
formations of the calyces from ulceration of the 
papilla or caseation of the pyramids. 

The fistula between the right kidney and the colon 
which is reported in this article was found in a 
woman twenty years of age. On making the first 
pyelographic examination, the authors were sur- 
prised to dbserve immediate intestinal colic and 
evacuation. The plate showed that the sodium 
iodide had poured into the descending colon and 
rectum. The kidney was greatly deformed, and a 
tract passed from its lower pole to the first part of 
the ascending colon. In another pyelographic ex- 
amination made a week later after evacuation of the 
intestine, 180 c.cm. of the contrast fluid were in- 
jected. The plate again clearly showed the fistula 
from the lower pole of the kidney to the colon. A 
reflux of the contrast medium occurred through the 
cecum into the small intestine. 

The patient gave a history of acute inflammation 
in the right iliac fossa which was thought to be acute 
appendicitis. The authors believe that this was due 
to perforation of the renal capsule. The rupture into 


























the intestine was not noticed. The authors assume 
that a plaque formed over the opening and later 
became absorbed, intestinal disturbance being there- 
by prevented. 
Subcapsular nephrectomy was done and was not 
followed by a lumbar fistula. 
Aubrey G. Morcan, M.D. 


Keyes, E. L.: Operation on the Single Kidney, Es- 
pecially for Stone. J. Am. M. Ass., 1930, xciv, 152. 
The author reports in detail six cases of single 
kidney in which he performed a successful opera- 
tion on the remaining kidney. The purpose of his 
article is to show that the surgeon need not hesitate 
to perform any necessary renal surgery in cases of 
single kidney as the immediate reaction and end- 
results usually differ very little from those in cases 

in which both kidneys are present. 

Joun G. Cueretuam, M.D. 


O’Conor, V. J., and Johnson, R. H.: Ureterocele. 
J. Urol., 1930, xxiii, 33. 


This report is based on a series of nineteen cases 
of ureterocele occurring between the ages of nineteen 
and sixty years. Twelve of the subjects were women. 

The authors make a definite distinction between 
ureterocele and prolapse of the ureteral mucosa. 
They summarize the various theories as to the 
cause of ureterocele. From the findings in their 
own cases they conclude that the condition is due 
to a combination of stenosis of the ureteral orifice 
and congenital weakness of the surrounding mus- 
cular and connective tissue elements. 

The symptoms in the cases reviewed were usually 
those of ureteral obstruction plus infection. The 
treatment consisted in widening of the ureteral os- 
tium by slitting or electrocoagulation followed by 
systematic dilatation. 

In two of the cases there was such advanced renal 
destruction that nephrectomy was necessary. 

IRVING J. SHAPIRO, M.D. 


Hunt, V. C.: The Necessity for Operations on the 
Ureter, Including Ureterectomy, Subsequent 
to Nephrectomy. J. Urol., 1930, xxiii, 43. 

Clinical experience substantiates Latchem’s ob- 
servations, for rarely are operations on the ureter 
required subsequent to nephrectomy for extensive 
infections of the kidney. 

It would seem that the extensive involvement of 
the ureter in renal tuberculosis should occasionally 
provide indications for subsequent ureterectomy, but 
experience has shown that the ureter, like the bladder, 
rarely remains infected after the removal of a tuber- 
culous kidney. 

In cases of ureteral lithiasis there is sometimes an 
associated renal lithiasis by which the kidney is so 
severely injured as to necessitate nephrectomy or, 
in the absence of renal lithiasis, the kidney is so 
injured by complete ureteral obstructic as to require 
the radical operation. Under such circumstances, it 
has been the author’s practice to perform a partial 
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or total ureterectomy simultaneously with nephrec- 
tomy, removing, with the kidney, enough of the 
ureter to include the ureteral stone. This has always 
given good results. Experience has shown that a 
ureteral stone persisting after nephrectomy is often 
the source of pyuria and is one of the most frequent 
indications for surgical intervention for pyuria after 
nephrectomy. 

Hypernephroma, so-called, usually progresses by 
direct invasion of the kidney, perirenal tissues, and 
renal vein, and rarely involves the ureter. The 
author cites two cases in which extension occurred 
to the ureter and ureterectomy was done subsequent 
to nephrectomy because of hematuria from the 
ureter. Involvement of the ureter secondary to the 
primary renal lesion was found. 

In cases of papillary epithelioma of the renal pelvis, 
complete ureterectomy, including the intramural 
portion of the ureter and performed simultaneously 
with nephrectomy gives a better prognosis than 
nephrectomy with subsequent ureterectomy. 


GENITAL ORGANS 


Lowsley, O. S., and Duff, J.: Tuberculosis of the 
Prostate Gland. Ann. Surg., 1930, xci, 106. 

Tuberculosis of the prostate is usually secondary. 
Ordinarily surgery is not indicated. The evacuation 
of a tuberculous abscess of the prostate is to be 
avoided when possible as it is apt to be followed by 
sinuses which heal slowly or not at all. 

In the non-operative treatment, the authors use 
tuberculin unless the patient is suffering also from 
active pulmonary tuberculosis. This is employed 
as an adjunct to hygienic, dietetic, and rest treat- 
ment, mercury-vapor, quartz-light therapy, helio- 
therapy, and the indicated urological treatment. 
Koch’s old tuberculin is used. It is supposed to 
cause an inflammatory reaction at the site of the 
disease and thereby promote fibrosis. Serial doses 
begun in small amounts are slowly increased until 
evidence of a local, focal, or constitutional reaction 
occurs. The dose is then reduced and continued with 
a cautious increase until another reaction occurs, 
when it is again reduced ane continued as before. 
The usual beginning dose is 0.1 ¢.cm. of a 1:10,000,- 
ooo dilution of the tuberculin. The injections are 
given subcutaneously. 

In the preparation of the serial dilutions, seven 
wide-mouthed, glass-stoppered bottles are used. 
Into one of the bottles 1 ¢.cm. of Koch’s old tuber- 
culin is placed and to this is added 9 c.cm. of the 
diluent consisting of distilled water to which 0.8 
per cent of sodium chloride and 0.25 per cent of 
phenol have been added. The bottle is then shaken 
well, 1 c.cm. of its contents is withdrawn and placed 
in one of the remaining bottles, and the dilution is 
carried out as before. The same procedure is re- 
peated for the rest of the bottles. The bottles are 
kept in a refrigerator. Fresh dilutions are made 
about every two weeks during the summer and 
monthly during the winter. 
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The authors have found the injections of tuber- 
culin very beneficial and never harmful. 
BENJAMIN F. Rotter, M.D. 


Minet, H.: Non-Tuberculous Vesiculitis (Les 
vésiculites non tuberculeuses). Presse méd., Par., 
1929, xxxvii, 1407; J. d’urol. méd. et chir., 1929, 
xxviii, 478. 

Since the appearance of the classical thesis of 
Guelliot in 1883, little has been added to the 
pathology of the seminal vesicles, but in America 
some new theories have been suggested regarding the 
relation of the seminal vesicles to systemic infections, 
particularly infectious arthritis. Certain surgeons, 
following the lead of Fuller, have attacked the 
vesicles surgically, draining or extirpating them. 
More recently, antiseptic injections have been made 
with results reported as excellent. 

The cause of seminal vesiculitis is always bacterial. 

The non-infectious forms described in the past do 
not occur. Guelliot believed that nearly all cases 
were caused by the gonococcus. This theory has 
been confirmed by cultured methods, but it is known 
that after from two to three years the gonococcus 
gives place to secondary invaders. Smith and 
Morrissey were unable to cultivate organisms from 
vesicles that had been diseased for a long period. 
Next to the gonococcus, the most common agents of 
infection are the staphylococcus, streptococcus, colon 
bacillus, enterococcus pyocyaneus, diphtheroids, 
pneumococcus, bacillus typhosus, and meningococ- 
cus. E ; 
Acute inflammations of the seminal vesicles may 
be catarrhal, interstitial, or suppurative with exten- 
sion to the surrounding cellular tissue. The acute 
inflammation may become chronic, resulting in 
chronic catarrhal, chronic suppurative, or fibrous 
seminal vesiculitis. The fibrous type succeeds the 
suppurative type. When the surrounding cellular 
tissue is involved, adhesions are formed to the 
neighboring pelvic organs. 

The symptoms of acute seminal vesiculitis are 
usually those of a urethrocystitis: frequent painful 
micturition, terminal hematuria and pyuria, and 
perineal pain. When suppuration is present there is 
fever. In some cases, however, these symptoms may 
be very slight or entirely absent. On rectal palpa- 
tion, the vesicles may be merely sensitive to pressure 
without being perceptibly altered or they may be 
found enlarged and soft or definitely distended. It 
may or may not be possible to evacuate them under 
pressure. When a perivesicular phlegmon has 
formed, the prostate and vesicles are masked by a 
boggy area or by fluctuation. 

The symptoms of chronic vesiculitis are extremely 
variable. The most characteristic are hemospermia 
and recurring epididymitis. The positive signs de- 
pend on palpation, microscopic examination of the 
secretions, and endoscopic examination of the 
posterior urethra. 

Most important is the prevention of seminal 
vesiculitis by proper treatment of the original ure- 
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thritis. When the condition is once established the 
classical methods of treatment should be employed 
and supplemented by protein therapy and chemo- 
therapy. The use of vaccines is usually disappoint- 
ing and may even be dangerous. When suppuration 
occurs, incision of the vesicle is justified. Especially 
the hematogenous form demands early evacuation. 
There is usually also an abscess to be opened. 

The treatment of chronic vesiculitis should be 
directed to the foci that maintain the condition, 
which is usually to be found in the posterior urethra. 
There may be a stricture or a bladder or kidney 
affection. Conservative local treatment consists 
essentially of massage and diathermy and is suffi- 
cient in the majority of cases. 

The operative treatment includes injection of the 
vesicles by the vas (Belfield) or the ejaculatory duct 
(Marck, Luys, Young), puncture, vesiculotomy, and 
vesiculectomy. In cases with retention and fever, 
cystostomy is sometimes indicated. Injection of the 
vesicles, widely employed in America, has met with 
opposition in Europe. Opinions as to its results dif- 
fer widely, but because of the cures of rebellious 
urethritis, recurring epididymitis, and rheumatism 
that have unquestionably been obtained by it, it 
deserves consideration. 

Palliative operative treatment includes vasectomy, 
epididymotomy, epididymectomy, and cystostomy. 

ALBERT F.. DE Groat, M.D. 


Gibson, T. E.: Idiopathic Gangrene of the Scrotum. 
J. Urol., 1930, xxiii, 125. 

Gibson reports in detail a case of so-called idio- 
pathic gangrene of the scrotum characterized by a 
sudden onset and extreme prostration. The gangrene 
spread rapidly through the superficial tissues. Ex- 
tensive incisions were made in the involved tissues 
and large quantities of pus and gas were evacuated. 
The patient died four days after the onset of the 
condition. Autopsy failed to reveal a cause for the 
disease. 

The author reviews 206 cases collected from the 
literature. He believes that there is a close relation- 
ship between this condition and urinary extrava- 
sation. Although in his own case, cultures failed 
to reveal the presence of anaérobic organisms, he 
believes that such organisms are the primary in- 
vaders. The mortality in the cases collected from the 
literature was 26.7 per cent. 

As treatment, Gibson advocates multiple and ex- 
tensive incisions, irrigation with Dakin’s solution, 
and the use of anaérobic sera and antitoxin. 

The article is supplemented by an extensive 
bibliography. Irvinc J. SHaprro, M.D. 


MISCELLANEOUS 


Vintici, V., and Constantinescu, N. N.: Aseptic 
Pyurias (Les pyuries aseptiques). J. d’urol. méd. 
et chir., 1929, xxviii, 537. 


The authors review ninety-three cases of pyuria. 
They call attention to the fact that a leucocyturia 
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may easily be mistaken for aseptic pyuria. The 
differentiation must be based on the character of the 
leucocytes and their grouping rather than on their 
number. In leucocyturia the leucocytes are not de- 
stroyed or deformed and agglutination is limited to 
two or three cells. The condition indicates that the 
urinary tract is the site of irritation which is not 
strong enough to destroy the leucocytes. It may be 
determined by bacteria, chemical or mechanical 
agents, and an abnormal salt content of the urine. 
The laboratory worker should not be hasty in 
affirming the presence of pus. 

Pyuria is the result of inflammation of the urinary 
tract produced by destruction of the white blood 
cells in the phagocytic struggle and in the urine 
itself. Other substances besides bacterial toxins that 
favor the formation of pus are the salts of mercury, 
croton oil, ammonia, antipyrine, silver nitrate, the 
salts of iodine, sodium chloride, and therebentine. 

Aseptic pyuria of bacterial origin may be explained 
only by: (1) the rupture into the urinary passages 
of a closed renal or pararenal pocket containing cold 
pus in which the bacteria have been destroyed, or 
(2) afiltrable virus. The first possibility is difficult to 
admit for the reason that living bacteria are prac- 
tically always found if repeated cultures are made. 
Against the second hypothesis is the fact that pyuria 
has not been mentioned in the description of diseases 
which are now considered as due to a filtrable virus. 
In the authors’ opinion, so-called aseptic pyurias of 
bacterial origin are false aseptic pyurias. 

Toxins are next considered. Endogenous toxins 
of cellular or gastro-intestinal origin may be elim- 
inated in large quantities in the urine. When this 
occurs, the urine appears fermented and has a 
foectid odor, but there is no trace of leucocyturia. 
The renal cells may undergo anatomicopathological 
changes, but there is no pyuria. As soon as the 
bacteria that have provoked the intestinal fermen- 
tation appear in the urine or become localized in 
the urinary tract, pyuria occurs, but it is not aseptic 
pyuria. Exogenous toxins of bacterial origin (in 
diphtheria, for instance) act on the kidney, provoking 
congestive lesions and lesions of the glomerulotubular 
apparatus. The action of the endotoxin differs 
in vitro and in vivo. In vivo, it cannot be separated 
from the action of the bacterium. Chemical poisons 
may determine either necrotic lesions with afflux of 
leucocytes or atrophic or sclerotic lesions. In neither 
case can one speak of pyuria. Mechanical irritation 
can produce, if not manifest pyuria, at least an 
abundant leucocyturia. The mechanism must be 
sought in prolonged irritation such as occurs in the 
course of nephritic colic or during the continual 
discharge of gravel. This mechanism was not dem- 
onstrated in the authors’ cases. As a rule, pyuria is 
a manifestation of infection. False aseptic pyuria 
occurs in tuberculosis of the kidneys, pyelone- 
phritis, and renal lithiasis. In the two latter con- 
ditions it may be intermittent. The authors found 
it in a case of polycystic kidney. 

FLORENCE A. CARPENTER, 
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Fisch, J.: The Intestinal Phase of the Colon Bacil- 
lus (Stade intestinal du colibacille). Arch. urol. 
de la clin. de Necker, 1920, vi, 445. 

Beginning with the studies of Pasteur, Fisch first 
reviews the investigations which have been made 
to date on the action of the colon bacillus on the 
body, particularly the effects of its toxins. He then 
describes the experimental work on rabbits done 
by himself and Verliac with regard to the effects 
produced at a distance by soluble substances elab- 
orated by the colon bacillus in the intestine. 

Acting on the nervous centers, some of these 
substances provoke vasodilatation or vasocon- 
striction, whereas others favor negative or positive 
chemotaxis, aiding or opposing diapedesis. They 
first affect the intestine itself, and after passing into 
the circulation exert an influence on the general 
condition through the nervous system. On the 
excretory apparatus they have a direct action which 
favors the localization of infection. 

In the intestine, the soluble substances elaborated 
by the colon bacillus cause paresis or paralysis 
through irritation of the splanchnic. By their in- 
fluence cn the vasomotor nerves of the intestinal 
vessels they facilitate their own passage into the 
circulation and also the passage of the bacilli. 

Their effects on the nervous system are complex. 
In the experiments reported they varied widely 
with small differences in the quantity of culture 
injected. The injection of 0.5 c.cm. into the margin- 
al vein of the ear of a rabbit of medium weight re- 
sulted in an immediate strong reaction lasting two 
hours. A rabbit which received 0.75 c.cm. presented 
a still more pronounced hyperexcitability at first, 
but later developed asthenia followed by paralysis 
of the posterior extremities lasting three days. 
Blood withdrawn two hours after the injection from 
each of these animals proved negative on culture. In 
a rabbit which received 1 c.cm., the reaction was 
much more accentuated than in the others. Spas- 
modic cough developed, accompanied by plaintive 
cries. The animal was killed without waiting for 
terminal manifestations. 

The action on the kidney of the soluble substances 
elaborated by the colon bacillus may produce 
variations in secretion. In one of the experiments 
reported, arrest of the secretion of the kidney was 
observed. In general, however, the bladders of 
rabbits which were fed colon bacilli were filled. The 
toxin was found in the urine with its power undi- 
minished. 

In clinical cases without generalized infection 
shown by positive blood cultures the manifesta- 
tions of a similar activity on the part of the colon 
bacillus in the intestine are insidious. The intestinal 
evacuations are usually fairly regular, but are in- 
complete. The patient complains of somnolence and 
of a metallic taste. The paresis and lack of tonicity 
of the intestinal wall will be revealed by roentgen 
examination. Other manifestations of the action 
of the toxins are slight nervous and circulatory dis- 
turbances, weakness of the legs, anwsthesia or 
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analgesia of the extremities, hyperexcitability of the 
reflexes, dorsolumbar pain, headaches, weak mem- 
ory, and emotional disturbances. Spasms of the 
renal pelvis are manifested by turbidity of the 
urine after fatigue, exposure to cold, or a change in 
the diet. The urine is irritating and may produce 
erosions resulting in cystalgia. ‘The spasms may be 
so violent as to cause a true retention with the 
symptoms of pyelonephritis accompanied by a rise 
in the temperature. 

In the bladder, the irritation occurs in the region 
of the neck. Hamaturia may result. The urine shows 
evidence of the passage of irritating substances. 
It may not be actually turbid, but it contains 
small corpuscles in suspension. The irritation is 
due to the large proportion of substances in solution 
or the presence of substances that do not cause 
turbidity, such as uric acid and oxalates. These 
substances in contact with the mucous membrane 
of the urinary tract cause congestion or inflamma- 
tion, and their repeated elimination may provoke 
suppuration. It is thus that the products of the 
colon bacillus, in solution or crystallized, prepare 
the tissues for the lodgment of the bacilli and the 
development of infection. 

The article is supplemented by an extensive 
bibliography. FLORENCE A, CARPENTER, 


Fisch, J.: The Circulatory Phase of the Colon 
Bacillus (L’¢tape sanguine du colibacille). Arch. 
urol. de la clin. de Necker, 1929, vi, 457- 


The colon bacillus is recognized as the most fre- 
quent cause of urinary affections. At the present 





time it is most generally believed that the organism 
reaches the kidney by way of the blood stream. 
Nevertheless, blood cultures are negative. To ex- 
plain this fact the author goes back to observations 
and experiments he made in 1912. In cases of eleva- 
tion of the temperature in the puerperium in which 
the blood cultures were negative he discovered in the 
blood motile bodies of a shape which suggested that 
they might be bacilli diminished in size, deformed, or 
fragmented. In experiments in which he placed 
colon bacilli in a phenol solution, he found that the 
bacilli became transformed into bodies with a shape 
similar to that of the bodies discovered in the blood 
in the cases of puerperal infection. In some of the 
tubes these bodies proved capable of regeneration 
and subsequent cultivation. The circulating blood 
differs from blood in vitro in that it possesses an 
antiseptic property which appears to be particularly 
effective against the colon bacillus. 

Fisch assumes that the colon bacillus entering the 
circulation from the intestine undergoes a trans- 
formation which renders it incapable of growth; 
hence the negative blood cultures in the usual case 
of urinary disease due to that micro-organism. He 
believes also that the bacilli are eliminated in the 
urine in this attenuated condition or, under certain 
circumstances, regenerate in the urine. These theories 
have been confirmed by animal experiments. 

The article is concluded with a review of the lit- 
erature on the pathogenicity of the colon bacillus, 
the attenuation of pathological micro-organisms, and 
the defensive power of the blood against pathological 
micro-organisms. FLORENCE A. CARPENTER. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Andrieu: Juxta-Articular Osteitis (Les ostéites jux- 
ta-articulaires). Presse méd., Par., 1929, xxxvii, 1391. 
Juxta-articular osteitis occurs most frequently in 
young infants and adolescent males. In one-fourth 
of the cases there are evidences of tuberculosis else- 
where in the body. The joints most frequently men- 
aced are the hip, knee, elbow, and shoulder. ‘The le- 
sion may extend to the joint by perforating through 
the epiphyseal and articular cartilages. In some 
cases the joint is involved directly because of the 
normal anatomical proximity of the synovial mem- 
brane to the osseous lesion. In any case, a hy- 
drarthrosis with thickening of the synovial mem- 
brane occurs early. At first this is due simply to irri- 
tation from the neighboring inflammatory process. No 
bacilli can be demonstrated in the joint at this stage. 

Disturbances of growth are frequent and may be 
the only evidence of a lesion that has healed. The 
bone may be abnormally long because of irritation of 
the epiphyseal cartilage or abnormally short because 
of destruction. 

Involvement of the shoulder is usually secondary 
to a lesion in the humerus; involvement of the elbow, 
to a lesion in the ulna; and involvement of the wrist, 
to a lesion in the radius. Lesions of the hip usually 
begin in the upper border of the acetabulum. When 
the neck of the femur is involved, infection of the 
hip joint is inevitable. In involvement of the knee, 
the primary lesion is usually in the upper end of the 
tibia and in the patella. Involvement of the ankle is 
usually secondary to involvement of the astragalus. 

The early symptoms of osteitis are variable and 
often extremely slight. As a rule the patient has 
vague pains about the joint which are relieved by 
rest and aggravated by exercise. Disease of the hip 
is often manifested by pain in the knee. In the upper 
extremity, pain is less frequent and the first sign of 
the condition is often a cold abscess. In the knee, 
hydrarthrosis is not uncommonly the first sign of 
involvement. Even in the presence of a fistula, these 
early signs are not sufficient for an exact diagnosis. 
The nature of the condition can be determined 
definitely only by aspiration of the joint fluid and 
roentgenography. In the roentgenographic examina- 
tion, bilateral views should be taken for comparison. 
When there is a fistula, the exact site of the lesion 
can be determined by the injection of lipiodol. 

The length of time elapsing between the first ap- 
pearance of the symptoms and the institution of 
treatment averages ten months in the case of the 
shoulder; from three to four months in the case of 
the elbow; from twelve to sixteen months in the case 
of the hip; from eight to nine months in the case of 
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the knee; and from four to five months in the case of 
the ankle. In 84 per cent of the cases recovery re- 
sults without operation. The period required for re- 
covery is two years in the case of the shoulder, eight- 
een months in the case of the elbow, eight months in 
the case of the wrist, from two and a half to three 
years in the case of the hip, and two years in the 
cases of the knee and ankle. Operative treatment 
reduces the time of recovery by one-fourth. The 
articular involvement is not regarded as particularly 
grave. 

To avoid gross errors in the treatment, syphilis 
must always be excluded. Orthopedic treatment 
should be carried out as though joint infection al- 
ready existed. It should include immobilization, 
heliotherapy, and the aspiration of pus. The opera- 
tive treatment consists in evacuation and curettage 
of the focus in the bone. When the patient is first 
seen late in the course of the disease, this should be 
done immediately to prevent invasion of the joint. 
Early cases are best treated conservatively for a time 
at least, in order that the evolution of the lesion may 
be observed. Operation should always be supple- 
mented by all of the measures employed in con- 
servative treatment. 

In the discussion of this report, FROELICH de- 
clared himself in favor of conservative treatment. 

Pouzet stated that the indications for operation 
vary with the joint involved. The hip should always 
be treated conservatively and the e!bow surgically. 

SorREL stated that he is in favor of operation in 
all cases to protect the joint. 

ROEDERER pointed out that, in the adult, the le- 
sions may evolve very slowly and present the ap- 
pearance of a bone cyst in the roentgenogram. 

NovE-JOSSERAND stated that, in his opinion, the 
hydrarthrosis is usually due to invasion by the tu- 
bercle bacillus. He called attention to the fact that 
the articular lesions are usually quite benign and are 
not incompatible with a mobility of the joint even 
in advanced cases. Aubert F. De Groat, M.D. 


Phemister, D. B.: Chondrosarcoma of Bone. Surg., 
Gynec. & Obst., 1930, |, 216. 

Phemister reports ten chondrosarcomata which 
were found among sixty-one bone tumors and sug- 
gests that there should be a separate group for them 
in the Registry. Chondrosarcomata consist of hya- 
lin c*rtilage islands which, in the growing parts, may 
show karyokinetic figures and other evidences of 
malignancy and, in the older parts, show ossification 
which casts irregular blotchy shadows in the roent- 
genogram. They grow more rapidly than osteo- 
genetic sarcomata and metastasize later. Their prog- 
nosis is somewhat better than that of osteogenetic 
sarcomata. 
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Three of the tumors reported by Phemister oc- 
curred in the femur, two in the humerus, two in the 
tibia, one in the maxilla, one in the spine, and one 
inarib. Chondrosarcomata usually develop at the 
ends of bone shafts, some distance from the epiphy- 
seal line, and may arise centrally or peripherally. 

One of the cases reported was that of a negro of 
twenty-nine years who developed a painful swelling 
on the upper part of the arm following an injury. 
The diagnosis of chondrosarcoma was made from the 
irregular areas of calcification seen in the roentgeno- 
gram. The tumor involved the upper half of the 
humerus. Amputation was done after roentgeno- 
grams of the chest were found negative. The patient 
was alive and well three and a half years later. 

One of the three patients with a chondrosarcoma 
of the femur is still living nine years after disarticu- 
lation of the hip. Microscopic examination showed 
the tumor to be a rapidly growing neoplasm consist- 
ing mostly of cartilage. 

Disarticulation of the hip was done also in one of 
the other cases of chondrosarcoma of the femur, but 
the patient died with symptoms of cerebral metas- 
tases. In this instance the tumor involved the upper 
third of the shaft and consisted of immature hyalin 
cartilage with irregular areas of calcification and im- 
mature bone cells. 

In the third case of chondrosarcoma of the femur 
the involved area was thoroughly curetted, treated 
with phenol, and closed. There were no metastases. 
Sections showed that the greater mass of the central 
tumor to be composed of hyalin cartilage. 

In one of the cases of chondrosarcoma of the hu- 
merus, the upper portion of the humerus was re- 
moved after several unsuccessful attempts had been 
made to remove the tumor mass around the head of 
the bone by curettage. A bone graft was inserted to 
bridge the gap. The tumor was made up mostly of 
cellular hyalin cartilage. The patient was still free 
from recurrence after eight years. 

The patient with chondrosarcoma of the maxilla 
died after a year and a half in spite of two attempts 
to remove the neoplasm. 

In the case of chondrosarcoma of a rib, death 
resulted from metastases in the lungs following re- 
moval of the neoplasm. 

In the case of chondrosarcoma of the spine, that 
of a man forty-six years of age, the tumor developed 
on one side of the sixth cervical vertebra and caused 
complete paralysis by exerting pressure on the cord. 
An attempt was made to excise it, but a part of it 
could not be reached. Death resulted after five 
months. ‘ 

Some chondrosarcomata are peripheral. One of 
the tibial tumors reported by Phemister occurred on 
the upper end of the bone in a boy of fourteen years. 
The great mass of it was cartilage with islands of 
ossification. On amputation in the mid-thigh region 
a thrombus of cartilage was found in the femoral 
vein. Nine months later a suspicious shadow was 
found in the roentgenogram of the lungs although 
the boy seemed to be in excellent health. 





The other chondrosarcoma of the tibia reported 
occurred in a man of forty years who had had multi- 
ple bony protuberances on his pelvis, scapula and 
several long bones since his twelfth year of age. Re- 
moval of the tumor from the tibia resulted in infec- 
tion. Amputation was followed by recurrence at the 
bone of the stump, which necessitated re-amputa- 
tion. A month after the re-amputation the patient 
was still free from recurrence and metastasis. The 
author cites also two other cases of this type, in one 
of which amputation at the femur, and in the other 
of which complete wide resection of the tumor, was 
done. The patients recovered and were well three 
and five years respectively after the operation. 

In conclusion Phemister states that the meta- 
static tumors from chondrosarcomata are cartilagi- 
nous and may calcify. WirttaM A, Crark, M.D. 


Liebig, F.: Circumscribed Myositis Ossificans (Die 
Myositis ossificans circumscripta). Ergebn. d. Chir., 
7929, XXii, 501. 

Three forms of circumscribed myositis ossificans 
are to be distinguished—the traumatic, the non- 
traumatic, and the neurotic. The traumatic form, 
which formerly was seen in the form of rider’s bone 
or exercise bone or as the result of bayonet wounds, 
occurs today as the result of sport accidents. Pos- 
terior luxations of the elbow are responsible for a 
large percentage of ossifications of muscle. A con- 
siderably less frequent cause is luxation of the hip. 
Osseous changes in the scars of operative wounds be- 
long in a special group. The author cites two cases 
in which ossification followed injections into the 
gluteal muscles. 

In discussing circumscribed myositis ossificans of 
non-traumatic origin, Liebig calls attention to the 
uncertainty of the history and reports several cases 
in which the condition followed an infectious disease 
and was definitely not of traumatic origin. 

With regard to the pathogenesis of the neurotic 
form, Liebig discusses dementia paralytica (Gold- 
berg), hemiplegia arteriosclerotica (Steiner), hemi- 
plegia traumatica (Israel), spina bifida (Eichhorst), 
tabes dorsalis (Steinert, Klemm), syringomyelia 
(Borchardt, Schlesinger, and others), transverse 
myelitis (Kuettner-Laux), paraplegia after cord in- 
juries (Israel, Ceillier, and others), acute anterior 
poliomyelitis (Drehmann), polyneuritis (Oppen- 
heim), and polyneuritis with Korsakoff’s psychosis 
(Lasker). Circumscribed neurotic myositis ossificans 
may develop in the course of any of these conditions. 

The traumatic form of circumscribed myositis 
ossificans occurs most frequently in the quadriceps 
femoris and brachialis muscles. The muscles of the 
hip joint and the anterior shoulder region are less 
frequently affected. Ossification of scars is found 
practically only in the abdominal muscles. Circum- 
scribed myositis ossificans is most common in the 
third and fourth decades of life. 

The condition is often associated with only very 
slight pain. Sometimes there is tenderness on pres- 
sure which decreases in spite of extension of the 
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process. Interference with function is dependent 
upon the site of the ossification. The diagnosis is 
difficult when the myositis is associated with a frac- 
ture and callus formation and myositis are inter- 
mingled. Ossification in the scars of wounds is found 
most often in the midline above the umbilicus after 
some condition such as stitch infection. In cases of 
functional disturbance after luxation, particularly 
after posterior luxation of the elbow, a roentgen ex- 
amination should be made. Even in such cases the 
pain is slight as the large vessels and nerve trunks 
evade the scar. 

The non-traumatic and neurotic forms of myositis 
ossificans are often discovered accidentally or at 
autopsy. The duration of their development varies 
between weeks and years, and the size of the area 
involved varies from that of a pigeon’s egg to that 
of a plaque 25 cm. long. 

In the differential diagnosis it is to be borne in 
mind that progressive myositis ossificans begins 
most often in the muscles of the neck and back, 
whereas general interstitial calcinosis occurs not only 
in the muscles, but also subcutaneously in the ten- 
dons and fascia and around the joints. Calcium de- 
posits in the tissues and subperiosteal sarcoma may 
simulate myositis ossificans. Heterotropic bone for- 
mation in striated muscles, ossification of ligaments, 
and new bone formation in the sheaths of nerves 
must be differentiated. 

The course shows that there is a stationary type 
and a type that heals spontaneously. The neurotic 
form hardly ever heals spontaneously. Recently, 
diathermy and roentgen irradiation have been rec- 
ommended as treatment. Operation should not be 
performed until the process has ceased to develop. 
Liebig uses the following microscopic classification: 
1. Direct bone formation: (a) direct transformation 
of the bone substance, (b) indirect transition of the 
muscular connective tissue into bone substance, (c) 
transition through osteoid tissue. 2. Indirect bone 
formation: (a) from hyaline cartilage, or (b) from 
fibrocartilage. 

The metabolism and internal structure of the ani- 
mal has an influence on the occurrence of hetero- 
tropic formation of bone. Rona’s investigations 
showed that about two-thirds of the blood calcium 
is dissolved in the blood serum and one-third is com- 
bined with the serum albumin. Eden found that 
traumatized muscle tissue is much richer in calcium 
than normal muscle. Rabl was able to demonstrate 
calcium excess in the tissues histologically by using 
ammonium oxalate which transforms the dissolved 
calcium into the readily recognized crystalline cal- 
cium oxalate and does not affect the already de- 
posited calcium phosphate and carbonate. Robinson 
discovered a ferment that splits off inorganic phos- 
phoric acid from the organic phosphoric acid esters 
at body temperature and at the reaction of the 
blood. Seeliger called attention to methods by which 
circumscribed myositis ossificans can be induced ex- 
perimentally. With regard to the question as to 
which tissue has the ability to bring about hetero- 
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tropic bone formation there is considerable difference 
of opinion. A few investigators believe it is em- 
bryonal tissue. A larger number of investigators 
ascribe the bone formation to a disturbance of the 
periosteum, but the majority believe it is the result 
of metaplasia of connective tissue. Pienz (Z). 


Ogilvie, W. H., Verrali, J., Jones, W., Howell, B. W., 
and Others: Discussion on Minor Injuries of 
the Elbow Joint. Proc. Roy. Soc. Med., Lond., 
1930, xxiii, 306. 

OGILVIE gives a most detailed description of the 
anatomy of the elbow joint. He states that the joint 
is especially adapted to use between the angles of 110 
and 170 degrees. It is only within this range that the 
greater sigmoid cavity of the ulna is completely en- 
gaged with the trochlea of the humerus. The articu- 
lation between the humerus and ulna is the real joint 
between the arm and the forearm. The radial head 
is of minor importance. From a study of the radio- 
ulnar articulation it is evident that the normal rela- 
tion between these bones is pronation of from one- 
half to three-quarters. 

The carrying angle of from 1o to 15 degrees of 
abduction is present only on forced extension and 
supination. Incomplete flexion the ulna and humerus 
are in the same line. The theory that this angle was 
developed from the carrying of pails is probably 
erroneous because supination is not the natural posi- 
tion assumed in the holding of heavy weights, and 
because, in the process of evolution (the carrying 
angle is present in the fetus), elbows were developed 
millions of years before pails. 

Full extension does not occur in natural use. Ex- 
tension beyond 170 degrees is difficult to maintain. 
In extension of 180 degrees the articular surface of 
the radius is half its diameter behind the capitellum, 
evidently a position for which the capitellum was not 
designed. Up and down motion can be demonstrated 
between the ulna and radius. 

Supracondylar fractures without displacement are 
common in childhood and may be easily overlooked. 
Early motion is indicated after a few days of im- 
mobilization. Fracture of the internal epicondyle is 
usually due to muscular violence. The fragment is 
pulled downward. The resulting disability is slight 
although bony union seldom occurs. Oblique frac- 
tures of the internal condyle usually occur in chil- 
dren as the result of a fall on the extended hand. The 
fragment tends to ride upward and shouid be re- 
duced by traction. Fracture of the external condyle 
may result in cubitus valgus and late ulnar palsy. 
Isolated fractures of the capitellum are rare. When 
the capitellum is detached, its removal may be 
necessary. Fracture of the radial head with loose 
fragments in the joint demands arthrotomy with re- 
moval of all fragments. Fracture through the neck 
of the radius requires immobilization for ten days 
followed by motion. If the head is out of alignment, 
it should be excised. 

Tennis elbow, in which there is pain over the ex- 
ternal epicondyle, is probably due to the tearing of 
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muscle fibers at their origin on the bone. It disap- 
pears with rest, but recurs if the same sort of work or 
sport is again taken up. The more acute cases, with 
pain and soreness apart from movement, are best 
treated by applying over the tender spot a small pad 
wet with a counter-irritant and strapping the elbow 
in supination of about 135 degrees. Subacute cases 
with the formation of fibrous repair tissue require 
manipulation which stretches the extensors of the 
wrist to their full extent. 

VERRALL ascribes tennis elbow to a combination 
of toxins and trauma. He regards anterior disloca- 
tion of the head of the radius as a serious condition 
requiring an immediate attempt at reduction. In 
late cases, reduction is sometimes impossible. Verrall 
believes that fracture of the internal epicondyle 
should be operated on more frequently. 

Jones’ statistics show that, except for fracture of 
the head of the radius, from 45 to 78 per cent of el- 
bow injuries occur in the second decade of life and 91 
per cent of supracondylar fractures alone occur be- 
fore the twentieth year. Jones is skeptical regarding 
the value of massage for stiffness of the elbow after 
minor injuries. He believes that the quickest way 
to restore motion in such cases is to do nothing. He 
states that in myositis ossificans active motion is 
better than passive motion. Fracture of the head of 
the radius usually results in greater limitation of mo- 
tion than supracondylar fractures. Probably more 
fragments should be removed. Fractures of the in- 
ternal epicondyle are usually due to a sudden pull of 
the muscles attached to the epicondyle. Ulnar palsy 
is frequently associated With this injury. If the frag- 
ment is displaced into the joint, it should be removed. 

ELMSLIE emphasizes the importance of toxamia 
in cases of tennis elbow. He has found this condition 
to be most common after the thirty-fifth year of age. 
He states that when he himself was suffering from it 
his symptoms subsided after the removal of an ab- 
scessed tooth. In a case in which he explored the 
joint he found arthritic fringes on the posterior as- 
pect. With regard to the after-treatment of minor 
injuries, he states that, especially in children, the 
best and quickest results follow normal movements 
without assistance. 

TRETHOWAN reports that he has operated on eight 
cases of tennis elbow. As synovial pouches and 
fringes have been found frequently, he concludes 
that the condition is one of traumatic synovitis of 
the radiohumeral joint. © Wittam A. CLark, M.D. 


Ghormley, R. K.: The Abscess of Pott’s Disease. 
Am. J. Roentgenol., 1929, xxii, 509. 

In general, there are two types of abscess in Pott’s 
disease, the thoracic and the lumbar. Because of the 
differences in the anatomical structures surrounding 
them, these two types of abscesses vary widely in 
their behavior. The thoracic abscess, being held 
within the confines of the thorax by its peculiar 
structure, produces a widespread dissection of the 
spinal column, surrounding the vertebra with a large 
sac of purulent material. The disease process may 


be spread over many vertebre and the result is ex- 
tensive involvement with serious deformity. The 
abscesses themselves rarely rupture externally. 

The lumbar abscess early leaves the spine and 
travels along the psoas muscle. Accordingly, it 
never causes such a widespread dissection of the 
vertebral bodies or as extensive deformity as the 
thoracic abscesses. However, it much more fre- 
quently reaches the surface where it is prone to point 
and become secondarily infected, in which case it 
constitutes a much more serious menace to life. 
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Lexer, E.: Operative Correction of Deformities of 
the Feet (Operative Umformung bei Fehlformen des 
Fusses). Deutsche Zlschr. f. Chir., 1929, CCXX, 7. 

Operative treatment is indicated only for feet of 
adults with secondary bony changes and permanent 
joint deformities which cannot be further benefited 
by orthopedic procedures. Since operative inter- 
ference aims at restoration of the normal form and 
function, all procedures which destroy joints and re- 
sult in ankylosis should be discarded. Instead of the 
usual osteotomies Lexer employs only those which 
leave the joint intact. 

In cases of complete flat-foot, Lexer begins with 
an osteotomy resembling a malleolar fracture. [irst, 
through a small longitudinal incision, he chisels 
obliquely through the fibula just above the external 
malleolus and then, through an internal curved in- 
cision, he loosens the internal malleolus in such a way 
that its posterior edge is left intact in order that the 
firm support to the tibialis posticus will not be dis- 
turbed. After removal from the exposed surface of 
the tibia of a wedge-shaped segment with its base di- 
rected upward and anteriorly, the internal malleolus 
is displaced somewhat forward by means of a U- 
shaped nail and again fastened with strong tension 
on the deltoid ligament which has been well loosened 
on both sides. This method has the advantage of 
making the correction in the joint itself and at the 
same time correcting any torsion in the region of the 
malleolus and any spreading of the angle formed by 
the two malleoli and the end of the tibia. 

As the ‘second stage of the operation, a wedge- 
shaped piece is removed from the navicular bone 
and a curved fragment from the talus, which are ex- 
posed by lengthening the original incision over the 
internal malleolus and displacing all tendons and 
fascia from the inner border of the skeleton of the 
foot. In this manner it is possible, without injury to 
the joints, to correct the abduction in the anterior 
part of the foot without resorting to Perthes’ method 
of inserting a wedge into the external border and 
without lengthening the tendon of the peroneus. The 
operation is completed by shortening the tendon of 
the tibialis posticus after section of the laciniate liga- 
ment and displacing the tuber calcanei downward by 
means of a wedge obtained from the epiphysis of the 
tibia by an inverted T-shaped cut and inserted hori- 
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zontally into the calcaneus beneat’ the insertion of 
the tendon of Achilles. After the operation, a plaster 
dressing is left on for three weeks, and at the end of 
that time exercises are begun. 

In cases of club-foot, the author begins with a dor- 
sal flap incision which, after section of all of the ex- 
tensor tendons, exposes the tarsus as far as the talus. 
He then performs the osteotomy which resembles a 
malleolar fracture, but in this condition he removes 
a segment subperiosteally from the fibula in order 
that the posterior part of the foot may be brought 
into pronation. A curved segment with its base di- 
rected externally is then removed from the talus to 
obtain abduction of the anterior part of the foot and 
pronation of the entire foot. This is followed by 
wedge-shaped resection from the cuboid and, in 
cases of very marked adduction and inward bending 
of the foot, by osteotomy of the base of the first met- 
atarsal or all of the metatarsals, lengthening of the 
tendon of the tibialis posticus and possibly also of the 
abductor hallucis, and section of the plantar fascia, 
lengthening of the tendon of Achilles, and shortening 
and suture of the cut tendons of the extensor digi- 
torum communis. 

In cases of pes cavus, a longitudinal incision is 
made on the lateral border of the extensor hallucis, 
a wedge-shaped segment is removed from the na- 
vicular bone, and a curved segment from the talus. 
Then, an incision on the lateral side of the dorsal as- 
pect of the foot, a wedge is cut from the cuboid and, 
in the presence of pronounced supination of the cal- 
caneus, an osteotomy resembling a malleolar frac- 
ture and subperiosteal resection of the fibula are 
done. In the most severe types of the condition, de- 
tachment of the shortened plantar aponeurosis and 
of all the muscles and ligaments from the calcaneus 
is necessary. This is accomplished through a median 
longitudinal incision extending from the middle of 
the posterior border of the calcaneus to Lisfranc’s 
joint. The structures to be loosened are shaved off 
by means of a very sharp thin chisel, with care 
to preserve the periosteum. 

In the claw-foot form of pes cavus, wedge-shaped 
sections are removed from the metatarsals, the wid- 
est being taken from the fifth metatarsal. 

In cases of severe paralytic pes calcaneus, opera- 
tions on the tendons are usually insufficient because 
of the marked deformity, especially of the talus. In 
such cases a wedge-shaped segment with its base di- 
rected dorsally must be removed from the talocrural 
joint. If the ankle joint is stiff, a choice must be 
made between operative arthrodesis in the correct 
position or, when the muscles are in good condition, 
a plastic operation on the ankle. STEVERS (Z). 


FRACTURES AND DISLOCATIONS 
Tavernier, L.: Recurrent Dislocation of the Shoul- 
der (Les luxations récidivantes de l’épaule). Presse 
méd., Par., 1929, XXXvii, 1391. 
The most important contributions to the literature 
on recurrent luxations of the shoulder were made by 
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Grégoire and Bazy, who called attention to deformi- 
ties of the head of the humerus, and by Oudard, who 
devised the only operation which prevents recur- 
rences. 

The disorder occurs most frequently in athletes 
and epileptics and between the ages of twenty and 
thirty years. Deformity of the head of the humerus 
is the predisposing cause, but trauma is always the 
exciting cause. 

It appears that disinsertion of muscles is unim- 
portant. Laxity of the joint capsule has been noted 
frequently, but most of the reports do not state the 
degree or the exact site of the distention, and the 
importance of the condition is questionable. Tears 
of the capsule undoubtedly favor recurrence. Frac- 
ture of the anterior border of the glenoid fossa with 
stripping of the periosteum from the neck of the 
scapula is an exceedingly rare lesion. 

The deformity of the humerus is of two types—a 
wedge-shaped defect in the posterior aspect of the 
head and the hatchet-shaped head. Both are prob- 
ably congenital and seem to interfere with repair of 
the capsule. 

Capsulorrhaphy is characterized by the author as 
a blind and illogical method which often gives only 
temporary results. Re-enforcement of the capsule 
by shortening of the tendons of the infraspinatus and 
subscapularis and the grafting of fascia lata also fre- 
quently fails. Suture of the rent in the capsule is 
rarely followed by a permanent cure. All surgeons 
have abandoned muscle sections and autoplasties. 
The only logical operations are directed to. the bone 
lesions. Arthrodesis causes great disability. The 
tenodeses of Loffler and Henderson are followed by 
recurrence. Only operations that create an osseous 
buttress give permanent results. Of these, the most 
satisfactory is the procedure devised by Oudard in 
which the coracoid process is divided longitudinally 
and the external segment is turned down to pro- 
long the process. By this operation a buttress medial 
and anterior to the head of the humerus is formed. 

In the discussion of this report, MAUCLAIRE stated 
that he had seen cases of recurrent luxation of the 
shoulder due to distention of the capsule, detach- 
ment of the periosteum from the anterior border of 
the glenoid fossa, a defect of the anterior border of 
the glenoid fossa, and hatchet-shaped deformity of 
the head of the humerus. He has obtained good re 
sults by building up the anterior border of the gle- 
noid by bone grafts. Apert F. De Groat, M.D. 


Baumann, E.: The Diagnosis of Fractures of the 
Elbow Joint. II. Fractures at the Lower End of 
the Humerus Exclusive of Supracondylar Frac- 
tures, and Fractures at the Proximal End of 
the Radius (Beitraege zur Kenntnis der Frakturen 
am Ellbogengelenk. II. Brueche am unteren Ende 
des Humerus, ausser Supracondylica, und Brueche 
am proximalen Ende des Radius). Beitr. 2. klin. 
Chir., 1929, cxlvii, 369. 


T-shaped fractures of the lower end of the humerus 
usually occur in old persons, alcohol addicts, and per- 
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sons with arteriosclerosis. The shape of the line of 
fracture is almost always the same. The line runs 
from the supracondylar fossa in the direction of the 
radio-ulnar joint or to a point more to the ulnar side. 
The transversely running line of fracture nearly cor- 
responds to that of supracondylar fractures. The 
treatment of fractures of this type without marked 
displacement consists in fixation for a few days and 
early motion carried out carefully so as not to cause 
displacement of the fragments. When the fragments 
are displaced, it is best to establish extension through 
the ulna by traction on the humerus held in the ver- 
tical position. In compound fractures communicat- 
ing with skin wounds, handling of the fragments 
must be avoided. In such fractures extension on the 
humerus in the vertical position is doubly convenient 
as it facilitates dressings. Under certain conditions 
the largest fragments may be united by screws or 
nails. 

Fracture of the lateral condyle of the humerus oc- 
curs most frequently in the first decade of life. It 
results from a fall on the hand in which the force is 
transmitted through the radius, from a fall on the 
olecranon with direct transmission of the blow onto 
the condyle, or from forceful abduction of the more 
or less extended arm at the elbow. Conservative 
treatment is advisable only in cases without dis- 
placement or with only very slight displacement of 
the fragments. In all other cases operation must be 
done. If the fragment is well preserved and appar- 
ently still has a good blood supply, reduction fol- 
lowed by fixation with a nail or screw may be at- 
tempted. If this does not give a good result very 
quickly the fragment should be extirpated. Extir- 
pation should be done also in all cases in which the 
fragment has been completely separated or broken 
into small pieces. When there is any doubt as to 
whether reposition or extirpation is the better pro- 
cedure, extirpation should be chosen. At the site of 
an extirpated fragment a regeneration occurs which 
serves in maintaining the mobility of the joint and 
is of value especially in preventing gradual external 
luxation of the bones of the forearm. The late re- 
sults following extirpation of the fragment are usu- 
ally good. An inaccurately replaced fragment does 
not heal with bony union and, by filling in the area of 
lost tissue, prevents the regeneration of the condyle. 
In the course of decades a slowly increasing patho- 
logical cubitus valgus and an upward gliding of the 
bones of the forearm on the outer side of the humerus 
result. Not rarely, the increasing valgus position 
causes injury of the ulnar nerve even decades after 
the fracture. 

Avulsion of the median epicondyle is a common 
occurrence. Its prognosis is good. Even when the 
avulsed epicondyle is nailed to the site of the frac- 
ture and even when it is not displaced, it heals with 
fibrous union instead of bony union. If the epicon- 
dyle is far removed from its site of fracture, surgical 
restoration of the lateral ligaments is indicated. It 
makes little difference whether the fragment is nailed 
or excised provided the ligamentous apparatus is re- 
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stored by the procedure. The epicondyle breaks off 
in a larger area than corresponds to its nucleer area. 
As a rule the elbow joint is opened with the avulsion. 
Not rarely, the fragment is displaced inte the joint. 
When this occurs its excision is absolutely necessary. 
In the course of time a fragment which is not ex- 
tirpated is changed into a round form with a new 
structure. In the place of excised fragments very 
similar new structures (pseudofragments) are 
formed. Bone shadows in the deeper portions of the 
ligaments and in the external lateral ligament are 
shown by the roentgenogram much more frequently 
than is generally assumed. Often such shadows can 
be observed even years after cure of the luxation. 
They may persist, but occasionally they retrogress. 
A knowledge of their frequency and of the multi- 
plicity of their forms may prevent errors. 

In a case of dicondylar fracture of the humerus in 
a girl twenty-one years of age the broken-off troch- 
lea was immediately removed, a good result being 
obtained. 

The breaking off of the lateral epicondyle of the 
humerus is a very rare injury and apparently does 
not occur as an avulsion fracture. The author re- 
ports two cases due to direct force. The prognosis 
is good. The treatment consists of immediate active 
mobilization. The diagnosis of this injury can be 
made only with the aid of the roentgenogram. 

Fractures of the capitulum and of the neck of the 
radius are due as a rule to a sprain. This force pro- 
duces either longitudinal fractures in the head of the 
radius (chisel fractures) or, by forcing the radial neck 
into the head of the radius, causes transverse frac- 
tures sometimes associated with lateral deviation of 
the site of fracture. In rare cases the two forms are 
combined. These injuries are very often associated 
with luxation, fracture of the olecranon, and injury 
of the lateral condyle of the humerus and of the 
coronoid process of the ulna. When the fragments 
are not dislocated or show only slight dislocation the 
treatment may consist of immobilization for from 
six to ten days followed by increasing active motion 
and massage. The results in such cases may be very 
good. When there is marked dislocation, operative 
revision is indicated. In this procedure care must be 
taken to protect the deep branch of the radial nerve. 
In many cases the fragments are completely or al- 
most completely separated and must be removed. 
In cases of fracture of the head of the radius the re- 
sults may be very good or there may be partial in- 
hibition of flexion and extension. Rotation is usually 
well preserved. Secondary arthritis is common espe- 
cially in old persons. If the head of the radius is en- 
tirely broken off, reposition is to be considered, pro- 
vided there is a sufficient bridge of tissue to assure 
adequate nutrition. As a rule the completely broken- 
off head must be extirpated. The result may be ab- 
solutely favorable with complete maintenance of mo- 
bility, but in cases with an extra-articular fracture 
surface there is great danger of radio-ulnar synos- 
tosis with complete loss of the power of rotation. 

L. Lurz (Z). 
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Quaintance, P. A.: Fractures of the Transverse 
Processes of the Lumbar Vertebre: A Report 
of Thirty-Three Cases. Arch. Surg., 1920, xix, 
968. 


In eighteen of the thirty-three cases reviewed by 
the author, the fracture was caused by direct ex- 
ternal violence; in one case, by displacement of the 
ilium; and in two cases, by indirect violence from a 
sudden muscle pull. In the others, the mechanism 
of the injury was not clear. 

The most valuable aid in the diagnosis is localized 
tenderness on pressure over the injured process. 
Swelling and ecchymosis are seldom present, and 
aching, muscle spasm, and weakness are so common 
in all back troubles that they are of no value in the 
differential diagnosis. Roentgen-ray examination 
is of aid in determining whether the fracture is 
fresh or old. 

The patient should be placed at rest in bed and 
partial immobilization by means of adhesive strap- 
ping should be continued until callus formation has 
begun. Stimulation of the circulation by heat is of 
value to diminish pain and hasten repair. Later, 
active and passive motion and general light massage 
should be carried out until the maximal return of 
function is obtained. 

In a few of the cases reviewed there were no symp- 
toms. In some of those in which the fracture had 
occurred several years previously a diagnosis of 
back strain had been made. In seventeen cases 
(more than 50 per cent) the spine was in flexion at 
the moment of the injury. 

The processes most commonly fractured are those 
of the third and fourth lumbar vertebra. Those of 
the first and second escape injury because of their 
protected position. 

Union occurred in 50 per cent of the cases re- 
viewed. Failure of union seemed to be due to wide 
separation of the fragments. 

The incidence of permanent disability is some- 
times estimated as high as 4o per cent. In most of 
the cases reviewed the period of temporary dis- 
ability ranged from one to three months, but in a 
few it was between six and seven months. The dura- 
tion of disability is in direct ratio to the number of 
processes fractured. Disability is sometimes psychic; 
when the patient is unaware of the nature of the in- 
jury he may continue with his usual work with very 
little complaint, but when he discovers that a bone 
is broken he becomes totally disabled for several 
weeks. 

Seven of the cases reviewed are reported in detail. 

WriiiaMm A. Crark, M.D. 


Rostock, P.: The End-Results of the Treatment of 
Fracture of the Patella (Die Dauererfolge der 
Patellarfrakturbehandlung). Arch. f. orthop. Chir., 
1929, XXvii, 450. 

At the Surgical Congress of 1927, Koenig called 
attention to the desirability of reporting the end- 
results in large series of cases of fracture. At the 
Miners’ Hospital in Bochum, which receives many 


547 


of the accident cases in the mining districts of West- 
phalia, a study of the end-results of various types of 
fracture has been begun. 

Although there have been numerous reports of 
cases of fracture of the patella, there have been few 
which have dealt with the treatment and results in 
large series of cases. The author reports the results 
of his study of the material of the last twenty years 
from Sections 1, 2, and 3 of the Miners’ Cooperative 
Society of Bonn, Bochum, and Clausthal. The ma- 
terial of the Cooperative Society is particularly suit- 
able for such a study because all of the patients are 
kept under observation until a maximal return of 
function has been obtained and because the treat- 
ment is carried out, not by a master surgeon and his 
pupils, but by a number of physicians in large and 
small hospitals, the results being therefore represen- 
tative of those obtained by the practitioner. 

In the material reviewed by Rostock there were 
154 cases of fracture of the patella. This number, 
when compared with the total number of injuries 
treated, shows that patellar fracture is infrequent 
in the mines. In most instances it occurs in healthy 
men in the prime of life. Sixteen cases were treated 
by peripatellar wiring; 45, by wire suturing; 38 by 
silk and catgut suturing; 51, by conservative meas- 
ures; and 4 by other methods. Fibrous union re- 
sulted in 53 cases, osseous union in 95, and ankylosis 
of the knee in 6. 

Formerly, conservative treatment was the method 
of choice. In the development of the operative 
treatment, the Trendelenburg Clinic has made par- 
ticularly valuable contributions. After Thiem’s re- 
port to the Surgical Congress in 1905, operative 
treatment became the more popular, but it has not 
yet been universally accepted. In some cases, roent- 
gen examination shows only slight fissures in the 
patella which do not require surgical intervention. 
In borderline cases the decision as to the most suit- 
able form of treatment is not easy. In determining 
the indications for operative suture it appears ad- 
visable to roentgenograph the flexed knee, as sug- 
gested by Schultze. When the roentgenogram so 
made shows that the fragments are not widely sepa- 
rated, suture is unnecessary and conservative meas- 
ures will be sufficient. Of the conservatively treated 
cases reviewed by the author, osseous union was ob- 
tained in 43 per cent and fibrous union in 57 per 
cent. The relatively high incidence of osseous union 
indicates that in many of these cases there were fis- 
sures of the patella without much displacement of 
the fragments. 

Before discussing the operative methods, Rostock 
reviews the various incisions employed to expose the 
patella. Volkmann’s incision was used in 4o per cent 
of the cases, Hahn’s incision in 34 per cent, Kocher’s 
incision in 30 per cent, Textor’s incision in 9 per 
cent, and other incisions in 4 per cent. As all of these 
are satisfactory, it makes little difference what skin 
incision is chosen. 

Of the various operative procedures, the author 
discusses first the suture of the periosteum and lat- 
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eral ligaments with silk or catgut. This has been 
done for a long time and is recommended by numer- 
ous surgeons. It has the advantage of leaving no 
metallic foreign bodies in the wound. This is of im- 
portance particularly in accident cases for, as Thiem 
has pointed out, the presence of a wire in the knee 
may, by suggestion, favor the persistence of subjec- 
tive pains. In the cases reviewed, peripatellar silk 
or catgut suture resulted in osseous union in 74 per 
cent and fibrous union in 26 per cent. In no instance 
was it followed by ankylosis. As the results are to 
be regarded as exceptionally good, this method is the 
procedure of choice at the Miners’ Hospital. How- 
ever, complete return of normal function resulted in 
only 31 per cent of the cases. 

Wire suture of the patella resulted in osseous union 
in 67 per cent of the cases, fibrous union in 24 per 
cent, and ankylosis of the knee in 9 per cent. Com- 
plete return to working function was obtained in 
only 40 per cent. 

Peripatellar wiring comes into consideration 
chiefly for fractures with numerous small fragments 
in which wire suturing cannot be done. Suture of the 
periosteum with silk or catgut is also applicable in 
such cases, but peripatellar wiring assures firm adap- 
tation of small fragments. In the cases reviewed, 
peripatellar wiring resulted in osseous union in 63 
per cent, fibrous union in 25 per cent, and ankylosis 
of the knee in 12 per cent. The anatomical results 
were satisfactory, but the functional results were less 
favorable as complete restoration of working capac- 
ity was obtained in only tg per cent. 

The author shows tite results of the different 
methods of treatment by means of curves which 
demonstrate the average limitation of working ca- 
pacity during each month of the first four years and 
then for every year. It is quite remarkable that the 
curves of peripatellar wiring, wire suture, silk or cat- 
gut suture, and conservative treatment are alike ex- 
cept for minor variations. It is therefore evident 
that it is immaterial what kind of patellar suturing 
is done or whether, in the absence of dislocation of 
the fragments, conservative treatment is used. The 
results with regard to the restoration of working ca- 
pacity are, by and large, about the same. 

Another curve was plotted for the cases with com- 
plete restoration of working capacity. This shows 
that wire suture and conservative treatment were 
equally effective. However, it must be remembered 
that the conservatively treated cases were the more 
favorable cases with very little separation of the 
fragments. The results of silk and catgut suture 
were somewhat less favorable. Those of peripatellar 
wiring were surprisingly poor. Still poorer were 
those of secondary suture and those obtained in com- 
plicated cases. 

Chronological curves plotted for the various meth- 
ods of treatment show that in recent years the silk 
or catgut suture has been done more frequently and 
that there has been an increase in the incidence of 
osseous union. The occurrence of ankylosis of the knee 
has remained constant. Ankylosis is to be ascribed 
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exclusively to disturbances of wound healing. Such 
disturbances cannot be prevented with absolute cer- 
tainty. In cases with ankylosis the permanent re- 
duction of working capacity is considerable. On the 
other hand, the difference in the functional results of 
osseous and fibrous union is not great, for while os- 
seous union gives better anatomical] results, it does 
not always assure good functional results. Occa- 
sionally, ideal anatomical healing is associated with 
marked limitation of function. In the cases re- 
viewed, complete restoration of working capacity 
was obtained in 4o per cent of those with osseous 
union and 38 per cent of those with fibrous union. 
Curves plotted for the limitation of function over a 
period of time in both types of cases were practically 
alike. Accordingly, as far as working capacity is 
concerned, it is quite immaterial whether there is 
fibrous or osseous union, and while the surgeon 
should attempt to obtain osseous union, such union 
is not essential for good function. ZILLMER (Z). 


Hubmann, P.: Fractures of the Tibiotarsal Joint, 
with Particular Regard to Fracture with Pos- 
terior Luxation and Its Treatment (Ueber die 
Frakturen des oberen Sprunggelenke, mit besonderer 
Beruecksichtigung der hinteren Luxationsfraktur 
und ihrer Behandlung). Beitr. z. klin. Chir., 1929, 
cxlvii, 417. 

This is a review of the varieties, manner of occur- 
rence, and results of treatment of fractures of the 
tibiotarsal joint based on 200 cases, 53 of which have 
been under observation for at least a year. Among 
these there were 21 malleolar fractures complicated 
by posterior luxation. 

The oblique form of fracture of the external mal- 
leolus (supramalleolar longitudinal fracture) must 
be considered the typical fracture of the tibiotarsal 
joint. Its production is due essentially to the ana- 
tomical conditions and is independent of the charac- 
ter of the force applied. The anteriorly directed 
longitudinal fracture described by Bering is a special 
form of oblique fracture of the external malleolus. 
In the cases reviewed there were 83 fractures of the 
external malleolus and 16 fractures of the internal 
malleolus. In the production of the 11 typical epi- 
physeal fractures the mechanism was the same as 
that concerned in the typical malleolar fracture with 
the formation of Volkmann’s triangular fragment in 
the adult. Every third fracture of the tibiotarsal 
joint exhibited a larger or smaller Volkmann frag- 
ment on the posterior border of the tibia. 

The 21 fractures with posterior luxation were all 
produced by plantar hyperflexion. In only 1 case 
were there no changes on the posterior border of the 
tibia. 

In general it was found that the malleolar frac- 
tures became more severe with increasing age. The 
average age of patients with fractures of the external 
malleolus was thirty-nine years; that of patients with 
fractutes involving both malleoli, forty-three years; 
and that of patients with fractures complicated by 
posterior luxation, fifty-three years. This observa- 








tion at least partially explains the fact that the re- 
sults of fractures, especially fractures of the ankle, 
become poorer with increasing age. 

The treatment in the cases reviewed consisted of 
immediate reposition with maintenance of position 
usually by adhesive plaster or the wire extension 
method of Beck. Active movements were begun 
early. In cases of fracture with posterior luxation 
the period of treatment always exceeded four months 
and frequently six months. 

In the 53 cases in which a follow-up examination 
was made there was no example of simple fracture of 
the external malleolus. Of the 10 patients who were 
treated for fracture of the external malleolus with 
avulsion of a triangular fragment from the posterior 
border of the tibia, 1 had a slightly everted and flat- 
tened foot (pes planovalgus) and was receiving com- 
pensation for disability of 10 per cent. Of the 18 pa- 
tients who were treated for fracture of both mal- 
leoli, 15 had had no subsequent trouble of any kind, 
but 3, who had had a lateral luxation, had developed 
pes valgus and were receiving compensation for dis- 
ability of from 10 to 30 per cent. Of 14 patients who 
were treated for bimalleolar fractures with a Volk- 
mann triangle, 10 were free from symptoms, 3 
showed a mild pes valgus, and 1 had arthritis de- 
formans. Of 11 patients who had been treated for 
malleolar fracture with posterior dislocation, 6 were 
free from symptoms, but 5 had a disability of from 
10 to 30 per cent. In 4 cases the disability was due 
to arthritis deformans. In 1 case the arthritis had 
resulted in complete ankylosis and in 1 it had re- 
duced the mobility of the joint by 50 per cent. In 
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both of the latter cases the decrease in the mobility 
of the joint developed after the patient had been dis- 
charged. In neither could it be ascribed to faulty 
reposition. It is therefore evident that malleolar 
fractures with posterior luxation do not in them- 
selves give an indication for operation. Reposition 
is possible with the usual non-operative methods. 
The paucity of callus formation in the internal mal- 
leolus is well known. In 6 of 43 cases of fracture of 
the internal malleolus a pseudarthrosis developed 
later and was demonstrated at operation. In 3 of 
the 6 cases there were symptoms. The symptoms 
were due to a lateral displacement of the foot which 
explained also the failure to heal. As the 3 other pa- 
tients with pseudarthrosis of the internal malleolus 
were free from any noteworthy symptoms, it ap- 
pears that pseudarthrosis of the internal malleolus 
does not in itself cause noteworthy disturbances. 

In occasional cases with severe malleolar fracture 
there developed, in spite of good primary reposition 
and even after the corrected position of the frag- 
ments had been maintained for from eight to ten 
weeks, a lateral displacement of the talus with the 
production of pes valgus or a diastasis between the 
tibia and fibula. In such cases a longer period of 
fixation and freedom from weight bearing is neces- 
sary. Next to arthritis deformans, the most trouble- 
some sequela of malleolar fracture is traumatic pes 
planovalgus. In cases of malleolar fracture with a 
tendency toward lateral displacement of the talus, 
relief from weight bearing must be continued for 
from eight to twelve weeks according to the severity 
of the condition. WankeE (Z). 











BLOOD VESSELS 


Horton, B. T.: A Study of the Vessels of the Ex- 
tremities by the Injection of Mercury. Surg. 
Clin. North Am., 1930, X, 159. 

Metallic mercury was injected into the arterial 
tree in forty-two recently amputated extremities. 
Seventeen of the extremities were affected by throm- 
bo-angiitis obliterans, and nineteen, by arterioscle- 
rotic disease. The others represented a miscellaneous 
group of conditions, namely, osteomyelitis, sarcoma, 
epithelioma, club-foot, and ununited fracture. 

The youngest patient with thrombo-angiitis ob- 
literans was thirty-one years of age, and the oldest, 
seventy-three years. Of those with arteriosclerosis, 
the youngest was forty-eight years and the oldest, 
seventy-eight years. 

In the cases of thrombo-angiitis obliterans there 
were marked variations in the appearance of the ar- 
terial trees which depended upon the extent of the 
occlusive process in the vessels. In some specimens 
the arterial tree appeared almost normal and in 
others it had been entirely occluded and replaced by 
a collateral circulation which, for a long period of 
time, was sufficient to supply the extremity with an 
adequate amount of blopd. In the average speci- 
men, the occlusive process was diffuse but patchy in 
its distribution, and the formation of collateral ves- 
sels was marked. This was the most striking feature 
observed in cases of thrombo-angiitis obliterans. 
From the appearance of the roentgenograms it would 
seem that thrombosis of a segment of a vessel occurs, 
collateral circulation develops above it, and then an- 
other segment closes. The relation of the rapidity 
and extent of the occlusive process to the formation 
of collateral vessels determines the ultimate fate of 
the limb. If the segments affected are large and the 
closure is rapid, the prognosis is poor; if the segments 
affected are small and the closure is slow, the prog- 
nosis is good. 

In one case in which bilateral lumbar sympathetic 
ganglionectomy had been performed about one year 
prior to the amputation, the mass flowed through 
the capillary bed and into the venous system after 
filling the arterial tree. In one case the mercury did 
not pass through into the venous system to any ex- 
tent even though the patient had been subjected 
elsewhere to periarterial sympathectomy of the pop- 
liteal artery by the Leriche-Handley method three 
weeks prior to the amputation. 

In the cases of arteriosclerosis the results of ob- 
servation were fairly constant. In most of the speci- 
mens the main arteries in the leg and foot were 
patent, but were reduced in caliber, whereas in 
many specimens collateral circulation was absent to 
a rather marked degree. Frequently, however, oc- 
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cluded segments were observed in the main arteries, 
and in a few specimens collateral circulation was well 
developed. 

The filling ratios in cases of thrombo-angiitis ob- 
literans and arteriosclerosis were essentially the 
same. This indicates that the circulation in the two 
groups of cases must be reduced to essentially the 
same level before amputation becomes necessary. 
In diabetic gangrene the filling ratio was slightly less 
than in the average case of arteriosclerosis not asso- 
ciated with diabetes mellitus. In six of the seventeen 
cases of thrombo-angiitis obliterans and fourteen of 
the nineteen cases of arteriosclerosis, the occlusive 
process was so marked that the author was unable to 
inject the arterial tree. In five cases, the occlusive 
process was so marked that it was impossible to in- 
ject the material into the arterial tree even with the 
use of pressure as high as 200 mm. Hg. 

In cases of diffuse osteomyelitis of the tibia the 
findings in the roentgenograms with reference to the 
arterial tree were essentially the same as those in 
arteriosclerosis. The main vessels in the leg and foot 
were open, but collateral circulation in the leg, and 
to a certain extent in the foot, was practically ab- 
sent. This emphasizes that diffuse osteomyelitis of 
the long bones of the leg affects not only the bones, 
but also the blood vessels of the extremity to the ex- 
tent that the collateral circulation of the leg may be 
partially or, in extreme cases, almost totally oc- 
cluded. 

Marked changes were not observed in the arterial 
tree in a leg which was amputated because of a se- 
vere radium burn. They were absent also in a leg 
amputated because of sarcoma except that the ves- 
sels were slightly constricted and distorted as they 
passed through the sarcoma, which involved the 
upper third of the leg. 

In a case of ununited fracture in the lower third of 
the tibia, injection of the arterial tree showed defi- 
nite constriction of the anterior tibial artery opposite 
the site of ‘the fracture and a marked diminution in 
the blood supply of the region of the fracture. The 
fragments were in good apposition. The decrease in 
the blood supply was so definite that it may have 
been a factor in the non-union of the bone. 

The amount of the injection mass required to fill 
the arterial tree in cases of thrombo-angiitis oblit- 
erans and arteriosclerosis varied a great deal from 
that reported by Lewis and Reichert. 

Lumbar sympathetic ganglionectomy does not 
produce a curein cases of thrombo-angiitis obliterans. 
In the three cases which are reported, the occlusive 
process was progressive in spite of the increased flow 
of blood to the extremities following the operation. 
The increased flow of blood to the extremities fol- 
lowing amputation places the patient in a better 











position to ward off gangrene, but does not eradicate 
the disease. The experimental injections reported 
give positive anatomical proof of the vasodilating 
effects of sympathetic ganglionectomy and confirm 
in general the clinical impression that the older the 
person, the less adequate the collateral circulation. 
After the arteriosclerotic age is reached and arterial 
occlusion develops, the ultimate amount of collateral 
circulation is usually inadequate and not comparable 
to that seen in younger persons with thrombo- 
angiitis obliterans. This affords a good reason for 
not attempting vasodilating operations, such as sym- 
pathetic ganglionectomy, in the treatment of older 
patients suffering from arteriosclerotic disease. It 
explains the frequent failures in attempts to save 
stumps below the knee in cases of arteriosclerosis 
and the greater frequency of success following the 
same effort in cases of thrombo-angiitis obliterans. 


BLOOD; TRANSFUSION 


Greenwald, H. M., and Sherman, I.: Congenital 
Essential Thrombocytopenia. Am. J. Dis. Child., 
1929, XXXViil, 1245. 

The authors give a brief review of cases of con- 
genital essential thrombocytopenia reported in the 
literature and report a case of their own. Their 
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own case was that of a normally delivered infant 
which showed nothing unusual until the sixth day, 
when a rash appeared over the neck and shoulders. 
On the tenth day, the infant was cyanotic and 
had slight hemorrhages from mucous membranes 
and the bowels. There was an extensive purpuric 
ss and the temperature was persistently 
ow. 

Examination of the blood revealed a high red 
and white cell count and a hemoglobin content 
(Sahli) of 122 per cent. The differential blood 
count showed polymorphonuclear leucocytes, 57 
per cent; lymphocytes, 41 per cent; myelocytes, 1 
per cent; transitionals, 1 per cent; 15 nucleated 
red blood cells, and 30,000 platelets. The coagulation 
time was increased. The Wassermann reaction was 
negative. 

The child died on the tenth day. Autopsy re- 
vealed the presence of petechial haemorrhages on 
the surface of the right lung, a communication 
between both auricles and ventricles, congestion 
of the liver, and a marked reduction in the number 
of megakaryocytes in the bone structures. 

This case substantiated Frank’s theory that throm- 
bocytopenia depends upon a lack of megakaryo- 
cytes or their inadequate function. 

CLARENCE V. BateMAN, M.D. 








OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Walker, I. J.: How Can We Determine the Ef- 
ficiency of the Surgical Mask? Surg., Gynec. & 
Obst., 1930, |, 266. 

This study was suggested by the occurrence of 
three deaths from hamolytic streptococcus infection 
in cases in which the operative wounds were believed 
to be clean and recovery was expected. Subsequent 
investigation showed that three of the six persons 
present in the operating room were carriers of the 
hemolytic streptococcus, and that the masks used 
to cover the nose and mouth were not germ proof. 

A number of tests were therefore carried out to 
determine the efficiency of various types of masks. 
For these tests a person was selected whose mouth 
contained a large number of hemolytic streptococci. 
This subject, while wearing the mask, spoke for a 
period of time before an open Petri dish, and after 
incubation of the medium for forty-eight hours the 
colonies were counted. Of seven masks of various 
types which were subjected to this test, not one was 
found to be germ proof. Accordingly efforts were 
made to devise a mask that would meet the require- 
ments of the test. A mask which has proved satis- 
factory consists essentially of a piece of rubber 6 in. 
square between two pieces of gauze ro in. square. 
The edges of the gauze are turned in and stitched 
on three sides. The third side is left open to facili- 
tate replacement of the rubber when necessary. 
At the upper part of the mark which covers the 
area over the nose and mouth the rubber is stitched. 
Also in the upper part there is a small piece of 
aluminum which can be bent to fit the nose. Tapes 
are attached to each of the four corners. The mask 
is worn in the usual way. It costs very little and 
can be laundered and sterilized as often as five times. 

VeRNE G. Burpen, M.D. 


Fitz-Hugh, T., Jr.: Postoperative Hazmorrhage in 
Hemorrhagic Conditions: Prognosis, Preven- 
tion, and Control. Med. Clin. N. Am., 1930, xiii, 
88o. 


The tests which the author finds of most value in 
the diagnosis and prognosis of hemorrhagic condi- 
tions are: (1) a complete blood count, including a 
differential count with Wright’s stain and a reticu- 
locyte count with cresyl-blue stain and occasionally 
the oxydase stain; (2) a platelet count; (3) a de- 
termination of the coagulation time made on venous 
blood; (4) a determination of the bleeding time; (5) 
studies of clot retraction; and (6) the tourniquet 
test. 

Fitz-Hugh believes that no one pre-operative 
test alone should be relied upon to determine 
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operability from the standpoint of postoperative 
hemorrhage. The minimal pre-operative tests 
should be the determination of the coagulation time 
of venous blood, the determination of the bleeding 
time, and examination of a stained film for evidence 
of marked abnormalities in the erythrocytes, 
leucocytes, and platelets. 

A brief survey of the more important types of 
hemorrhagic diatheses is presented, together with a 
review of hematological methods of determining 
operability from the standpoint of postoperative 
hemorrhage and methods for the prevention and 
treatment of such haemorrhage. 

In the author’s opinion, the best pre-operative 
preparation of patients with obstructive jaundice 
is the intravenous administration of glucose which 
stimulates hepatic regeneration and reduces the 
coagulation time. Louis P. GAmBEE, M.D, 


Fuller, C. J.: An Analysis of Postoperative Pul- 
monary Complications. Lancet, 1930, ccxviii, 
115. 


The postoperative lung complications in 1,478 
cases are reviewed and classified. The most frequent 
were bronchopneumonia and bronchitis, and the 
next most frequent, infarction and massive collapse 
of the lung. The incidence of lung complications was 
highest (22.6 per cent) after operations on the upper 
part of the abdomen. Of the operations in this 
group, those performed for ruptured peptic ulcer 
were followed by lung complications most frequently 
(40 per cent of the cases). The length of time re- 
quired for the operation did not seem to have any 
direct relation to the incidence of pulmonary com- 
plications. SAMUEL Pertow, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Heimbeck, J.: Anti-Tuberculosis Vaccination of 
Student Nurses at the Ulleval Hospital, Oslo, 
by Subcutaneous Injections of Calmette- 
Guérin-Bacillus Vaccine (Sur la vaccination pré- 
ventive de la tuberculose par injection souscutanée 
de bacille Calmette-Guérin chez les éléves infirmieres 
del’ hopital Ulleval 4 Oslo). Presse méd., Par., 1920, 
XXXVii, 1391. 


For a considerable time it has been the practice at 
the Ulleval Hospital, Oslo, to vaccinate student 
nurses who present a negative von Pirquet reaction. 
The reason is that, if not vaccinated, these nurses 
are apt to develop more or less serious tuberculous 
lesions shortly after they begin to work in the wards 
devoted to tuberculous patients whereas nurses re- 
acting positively to the von Pirquet test escape the 
infection entirely or develop only benign lesions. 


























It has been found that injections of the Calmette- 
Guérin bacillus provoke a positive tuberculin reac- 
tion within about two months. 

Of 34 nurses who were not vaccinated, 14 devel- 
oped more or less serious tuberculous lesions, where- 
as of 136 vaccinated nurses who were serving on 
identical services, only 3 became infected and these 
developed only slight signs of pleurisy. 

ALBERT F.. De Groat, M.D. 


ANZSTHESIA 


Koenig: Death After Avertin Narcosis (Tod nach 
Avertinnarkose). Zentralbl. f. Chir., 1929, p. 1894. 
This is a report on the death of a woman forty- 
two years old who was operated upon for chronic 
cholecystitis under anesthesia induced with avertin 
and ether after the administration of magnesium 
sulphate. One hundred and twenty grams of ether 
were used. On the fourth day after the operation 
the patient became restless and delirious and her 
pulse rate and temperature increased. On the eve- 
ning of the fifth day she died in a maniacal attack. 
Autopsy disclosed a markedly icteric liver, hamor- 
rhages in the renal pelves, and cerebral oedema. 
The liver showed central atrophy and fatty infiltra- 
tion of the cells. Therefore essentially all of the 
manifestations of acute yellow atrophy of the liver 
were presented as in a similar case observed by 
Pribram. The liver function test which was carried 
out before the operation gave an unsatisfactory 
result, but its significance was not sufficiently 
appreciated. The author emphasizes that a func- 
tional test of the liver is absolutely essential before 
avertin narcosis. When the result is unsatisfactory 
avertin narcosis is contra-indicated. 

In the discussion of this report, GOETZE called 
attention to the fact that ether alone may cause 
damage to the liver. 

KILLIAN emphasized the advantages of a pan- 
topon-magnesium sulphate mixture which greatly 
diminishes the psychic trauma of the anaesthesia 
and assures freedom from pain for a considerable 


SURGICAL TECHNIQUE 








553 


period after the operation. He stated that when 
the body is flooded with magnesium ions the 
irritability of the nervous system is diminished and 
the action of the pantopon is increased. Kirschner’s 
experience with the intravenous use of avertin has 
been confirmed by Killian by animal experimenta- 
tion. A small dose of avertin given intravenously 
induces immediate narcosis which passes off in a 
few minutes without any unfavorable after-effects. 
The only danger is overdosage from too rapid 
administration. In experiments on animals death 
has been caused by such overdosage. As avertin is 
similar in its molecular structure to chloroform, it 
is advisable to use, for such injection, some other 
drug, such as hedonal, which is completely destroyed 
in the body. Intramuscular injection may be safer 
than intravenous injection and permits as accurate 
control of the dosage. Koenig’s fatal case is the 
fifty-second on record in which there was no doubt 
that the anesthetic was the cause of death. As 
Killian knows of six that have not been reported, 
he believes that many deaths due to avertin narcosis 
have not been included in the statistics. According 
to the literature, severe circulatory collapse and 
respiratory disturbances threatening life are about 
three times as frequent as death. Killian reported a 
serious accident with avertin in the case of a man 
sixty-two years old who was anwsthetized with 5.13 
gm. of avertin after preparation with pantopon and 
magnesium. The operation (electrocoagulation of a 
parotid tumor) was followed by severe dyspnoea 
and cyanosis lasting for eight and one-half hours. 
As the result of failure of the cough reflex the lungs 
became filled with mucus. Improvement was 
brought about by lowering the patient’s head. The 
alkali reserve, which before the operation was 60 
c.cm. per 100 c.cm. of plasma, fell to 41 c.cm. 
The patient recovered. 

REHN emphasized the fact that the normal liver 
possesses great resistance to anaesthetic toxins, 
even to chloroform, but that the damaged liver 
may react against even harmless drugs, such as 
ether, with marked changes. Max Srrauss (Z). 
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ROENTGENOLOGY 


Johnson, C. R.: Stereoroentgenometry: A Method 
for Mensuration by Means of the Roentgen 
Ray. Am. J. Surg., 1930, viii, 151. 

Stereoroentgenometry is defined as the process 
of determining the solid dimensions of a radio- 
opaque object from its stereoscopic roentgenograms. 

An opaque marker is placed on the object to be 
measured, such as the pelvis, and roentgenograms 
are made in the usual stereoscopic manner. The 
roentgenograms are then superimposed so that the 
opaque markers on both are in the same position, 
and at various points pin pricks are made through 
to the film below. When these perforations have 
been completed and the amount of shift can be 
measured at given locations on the lower film, the 
film is put into a special apparatus. 

In this apparatus two threads are arranged to 
represent the central ray of the X-ray beam in its 
two positions which are used in making the stereo- 
scopic films. These two threads are then run to 
points on the film, one of which has been marked by 
the above-described process of perforation, in such 
a manner that they show the amount of shift of the 
shadow of the object to be measured. It is obvious 
that threads in such a position representing the two 
central rays will cross at some point in their course. 
It is at this point of crossing that the true location 
of the object has been. Thus, for instance, to meas- 
ure a pelvic conjugate, one would locate a ventral 
point by the crossed-thread method and leave a 
marker to fix the location in space. A dorsal point 
would be similarly located, and then, by simply 
measuring the distance between the two markers 
with a ruler, one would have the distance of the 
conjugate, or fetal head, or whatever is being 
measured. Witsur Baitey, M.D. 


Dessauer, F.: The Question of the Fundamental 
Biological Reaction of Radiation. Radiology, 
1930, xiv, I. 

This article is a report of experiments undertaken 
in an endeavor to determine the correctness of the 
author’s hypothesis that the absorbed energy of 
radiation produces heat at discrete very small points 
which results in various biological reactions. The at- 
tempt was made to determine what happens in a 
solution of protein after radiation under exact con- 
ditions. The methods used and the results are de- 
scribed in detail. The findings are based largely on 
the number of particles in brownian movement as 
observed with the ultramicroscope. They are illus- 
trated by numerous diagrams. 

The results are said to go hand in hand with the 
reactions in the protein itself. Periodical appear- 


ance and disappearance of particles in brownian 
movement seems to be a general property of colloidal 
protein solutions. This fundamental reaction is pro- 
duced in the same type from the relatively long wave 
length of ultraviolet light down to the shortest wave 
length of roentgen rays or gamma rays. Quantita- 
tively, the influence of the dosage, the time factor 
of the dosage, and the period of latency can be 
studied. The observed fundamental reaction in the 
protein will be found to agree in detail with such a 
complicated effect as the erythema. 
ApotpH Hartune, M.D. 


RADIUM 


Desjardins, A. U.: The Reaction to Irradiation asa 
Means of Differentiating Certain Varieties of 
Tumor. Brit. J. Radiol., 1930, iii, 6. 


Knowledge of the specific radiosensitiveness of 
different kinds of cells and of the coincident suc- 
ceptibility of tumors derived from such cells makes 
it possible to distinguish certain tumors. The neo- 
plasms most readily identifiable by the character- 
istic and exceptional sensitiveness of the lymphocytes 
of which they are largely composed are those which 
develop in the lymphatic or lymphoid structures 
generally. The reaction of such tumors is usually so 
exceptional and corresponds so closely to that of 
normal lymphocytes that irradiation constitutes a 
valuable therapeutic test and makes it possible to 
recognize such tumors without regard to difference 
in their clinical features. 

While it is undoubtedly true that the lymphatic 
system in general descends from the mesoderm, it 
is true also that certain essentially lymphoid struc- 
tures, such as the thymus gland, are derived from 
the ectoderm. Thus, the radiosensitiveness of the 
lymphocytes, wherever situated, has served to dif- 
ferentiate a group of tumors which heretofore have 
been classified as primarily epithelial in character. 

The only tumor which approaches the lympho- 
blastoma in susceptibility to irradiation is the pure 
embryonal carcinoma, or seminoma, of the testis. 
The reaction of the mixed, or teratoid, tumors of the 
testis is less rapid and less pronounced than that of 
the embryonal carcinoma, and varies chiefly with 
the proportion of spermatogonial epithelium enter- 
ing into their structure. Therefore, while some of the 
mixed tumors undergo a considerable degree of 
retrogression, this is almost never complete or last- 
ing. While few embryonal carcinomata retrogress 
completely, the degree of recession of such tumors is 
greater, a certain percentage of them disappear com- 
pletely, and the effect of the treatment may last 
several years. The radiosensitiveness of tumors of 
the testis in general, except the true teratoma which 
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is a relatively benign growth, is such as to serve as 
a valuable diagnostic aid, especially when the pri- 
mary tumor has been previously excised and the 
patient presents himself with an abdominal or 
other metastasis. 

Another tumor in which the reaction to irradia- 
tion is sufficiently characteristic to serve as a valu- 
able diagnostic sign is the true benign giant-cell 
tumor of bone. About ten days after exposure to a 
moderate dose of rays of medium wave-length, the 
tumor begins to swell and the swelling is accom- 
panied by redness of the skin and increased pain. 
After about two weeks, the swelling, redness, and 
pain subside and disappear and new bone is gradu- 
ally deposited in the tumor. In the course of from six 
to twelve months the tumor may be replaced by 
solid and healthy bone. The diagnosis of giant-cell 
tumor involves a grave responsibility because some 
of these neoplasms contain malignant elements. 

The majority of malignant tumors of bone are 
only slightly or moderately susceptible to irradia- 
tion. Few such tumors are ever cured permanently 
by any method of treatment. Nevertheless, in this 
group also, the reaction to roentgen or radium rays 
may sometimes help in establishing the diagnosis. 


MISCELLANEOUS 


Chaneles, J.: General Changes and Changes in the 
Teeth Produced by Fluorin in the White Rat. 
Ultraviolet Irradiation in Experimental Fluoro- 
sis (Alteraciones generales y dentarias producidas 
por el fluor en la rata blanca. La radiacion ultra- 
violeta en la fluorosis experimental). Rev. Soc. argent. 
de biol., 1929, V, 317+ 

The author reports experiments in which rats 
were given sodium fluoride in a 5:1,000 aqueous 
solution with their food and some of them were 
treated with ultraviolet irradiation beginning three 
weeks after the beginning of the experimental in- 
toxication. 

The growth of the animals was very greatly re- 
tarded by the fluorin, but the retardation was consid- 
erably less in the animals given ultraviolet irradia- 
tion. 

In addition to the retardation of growth, the 
fluorin caused changes in the teeth. The teeth lost 
their sheen and showed dark spots. The upper 
incisors grew long and curved, while the lower ones 
were smaller than normal. The teeth broke easily. 
The elongation and curving of the upper incisors 
were less marked in the animals that were given 
ultraviolet irradiation. The changes in the teeth 
seemed to be due to a disturbance of calcium me- 
tabolism, either from changes in the organs which 
regulate calcium metabolism, particularly the para- 
thyroids, or from a local disturbance in the tissues 
to be calcified. Aubrey G. Morean, M.D. 


Chaneles, J.: The Effects of Chronic Fluorin In- 
toxication in the White Rat, With and Without 
Actinic Irradiation, on the Chemical Com- 
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position of the Blood, Bones, and Teeth 
(Efectos de la intoxicacion cronica por el fluor en 
la rata blanca, con y sin tratamiento actinico, 
sobre la composicion quimica de la sangre, los 
huesos y los dientes). Rev. Soc. argent. de biol., 1929, 
V, 336. 


In the experiments reported, the animals of Group 
A were given fluorin in their food and were irradiated 
with the ultraviolet rays, those of Group B were 
given fluorin but were not irradiated, and those of 
Group C were used as controls. Three months after 
the beginning of the experiments they were killed. 

In the animals of Group A, the blood calcium was 
10.3 mgm. per 100 c. cm. of serum; in those of Group 
B, it was 10.9 mgm.; and in those of Group C, it was 
10.6 mgm. 

In the teeth, the calcium, phosphorus, and mag- 
nesium were somewhat decreased in the rats of 
Group A as compared with the controls, but in the 
animals of Group B the amount of calcium and 
phosphorus was somewhat higher and the amount of 
magnesium was somewhat lower than in the controls. 

In the femora, the differences were much less. In 
the rats given fluorin with or without irradiation, 
the amount of calcium was somewhat less and the 
amount of phosphorus and magnesium was somewhat 
greater than in the controls. 

Auprey G. Morcan, M.D. 


Chaneles, J.: General Changes and Changes in the 
Teeth Caused by Fluorin in the White Rat. 
Iodine in Experimental Fluorosis (Alteraciones 
generales y dentarias provocadas por el fluor en la 
rata blanca. El yodo en la fluorosis experimental). 
Rev. Soc. argent. de biol., 1929, Vv, 340. 


The experiments reported were carried out on 
four lots of white rats designated as Lots D, E, F, 
and G. Those of Lot D were given sodium fluoride 
with their food; those of Lot E, sodium iodide; and 
those of Lot F, both solutions at the same time. 
These of Lot G were used as controls. The experi- 
ments were carried on for six months. 

The animals of Lot D grew more rapidly than the 
controls for three months, but after three months, 
the females began to lose weight and after four 
months the males lost weight, and at the end of the 
experiments they weighted 20 per cent less than 
the controls. There were no changes in the gait or 
activity of the animals, and fluorin cachexia did 
not develop until a few days before death. There 
were no changes in the eyes except xerophthalmia 
at the end of the experiment in the case of one rat, 
but the skin of some of the animals lost its silky 
appearance and slight nasal and vaginal hemorrhage 
occurred. 

The animals of Lot F suffered more severely than 
those of Lot D. The females died at the end of the 
ninth week after having lost 63 per cent of their 
weight. The males lived to the end of the sixth 
month, but lost 35 per cent of their weight. The 
general symptoms were the same as in Lot D. 
During the last week nasal hemorrhages occurred. 








556 INTERNATIONAL ABSTRACT OF SURGERY 


In the animals of Lot E the iodide seemed to 
stimulate the growth of the males. The increased 
growth ended at the end of the third month. After 
that, there was some loss, but at the end of six 
months the animals still showed a gain of 17 per 
cent as compared with the controls. The females 
also gained, but not so much. The animals of this 
lot were able to withstand cold much better than 
the others. Their general condition was good, 
better than that of the controls, and they showed 
no anomalies. 

The animals of Lots D and F showed dental 
changes beginning on the thirty-fifth day of the 
experiments. The teeth became a dirty white and 
the upper incisors grew long and curved. As the 
changes in the teeth resembled those noted in 
animals after removal of the parathyroids, the 
author concludes that the organs regulating calcium 
metabolism are disturbed by fluorin. 

- Auprey G. Morcan, M.D. 


Chaneles, J.: Microscopic Changes in the Teeth of 
the White Rat Subjected to Chronic Fluorin 
Intoxication With or Without Actinic Irradia- 
tion (Alteraciones microscopicas de los dientes de 
la rata blanca sometida a la intoxicacion cronica por 
el fluor con y sin tratamiento actinico). Rev. Soc. 
argent. de biol., 1929, V, 352. 


In studies of the teeth of white rats subjected 
to chronic fluorin intoxication the author found 
that the changes were of the same nature in the 


molars and incisors, but were more intense in the 
incisors. The enamel showed irregular pigmenta- 
tion or none at all. The prisms were narrow and 
undulating, and their direction with relation to the 
surface of the dentine was more oblique than nor- 
mal. The dark lines, or stripes of Retzius, were very 
prominent. . 

In the dentine there was an exaggeration of the 
laminar striation, giving a characteristic stratified 
appearance. The greater the intoxication, the 
greater the number of layers, the thinner the layers, 
and the more marked the boundary lines between 
them. 

The ameloblasts were shorter and thicker than 
normal, and the nuclei more rounded. The enamel 
was irregular in thickness, and in the formative 
zone showed profound erosions or hypoplasias and 
marked stratification. ‘The arrangement of the 
prisms was irregular. The boundary line between 
the dentine and enamel was undulating. The pulp 
herniated into the dentine in some places as if the 
calcification had taken place irregularly with greater 
intensity in some areas than others. The broad 
dentinogenous zone was another sign of a disturb- 
ance of calcification. 

The changes were of the same nature in rats 
treated by ultraviolet irradiation and those not so 
treated, but were much more marked in the latter. 
Ultraviolet irradiation evidently neutralizes the 
action of the fluorin to a certain extent, but does not 
overcome it entirely. ©Auprey G. Morcan, M.D. 
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CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Barcroft, J.: Alterations in the Volume of the 
Normal Spleen and Their Significance. Am. 
J. M. Sc., 1930, clxxix, 1. 


In experiments on dogs in which he exteriorized 
the spleen, Barcroft found that the spleens of preg- 
nant dogs shrank to an “‘insignificant size’? and be- 
came very pale during the last ten to fourteen days 
of pregnancy, and that those of control dogs showed 
a marked but transient contraction during the pe- 
riod of heat. Surgical operations were followed by 
splenic contraction for as long as four weeks. 

Barcroft suggests that splenic contraction is a 
compensatory mechanism for changes in the blood 
volume, vasomotor changes in the vessel bed, and 
possibly changes in the quality of the blood. 

M. HERBERT BARKER, M.D. 


Blalock, A., and Bradburn, H.: Distribution of the 
Blood in Shock; The Oxygen Content of the 
Venous Blood from Different Localities in 
Shock Produced by Hemorrhage, by Hista- 
mine, and by Trauma. Arch. Surg., 1930, xx, 26. 


The authors’ experiments and findings are sum- 
marized as follows: 

1. The oxygen content of blood from: (1) the 
right side of the heart, (2) the portal vein, (3) the 
femoral vein, (4) the external jugular vein, (5) the 
renal vein, and (6) the femoral artery was deter- 
mined in dogs to which barbital had been given for 
varying intervals of time. 

2. Similar studies were made after a low blood 
pressure had been produced by: (1) haemorrhage, 
(2) the injection of histamine, (3) trauma to the 
intestinal tract, (4) trauma to the cerebrum, and 
(5) trauma to one of the posterior extremities. 

3. In the control experiments the oxygen content 
of blood from the right side of the heart and that 
of blood from the portal vein were approximately 
the same, that of blood from the femoral vein was 
usually lower, and that of blood from the external 
jugular vein was slightly higher. The oxygen content 
of blood from the renal vein was usually definitely 
higher than that of the mixed venous blood. 

4. About the same relationship existed between 
the oxygen content of blood from the various sites 
after a low blood pressure had been produced by 
hemorrhage, histamine, and trauma to the brain. 

5. The oxygen content of blood from the portal 
vein was much higher relatively after trauma to the 
intestines, while that of blood from the extremities 
and head was low. 

6. The oxygen content of blood from the femoral 
vein of a traumatized leg was high, while that of 


a from the opposite extremity and the head was 
ow. 

7. The oxygen content of blood from the renal 
vein was relatively high in all of the experiments. 

8. These observations suggest a local accumula- 
tion of blood at the site of trauma to a large area 
such as the intestinal tract or an extremity, and are 
evidence against the action of a histamine-like sub- 
stance producing a general bodily effect. 

Emit C. RosrrsHek, M.D. 


Rous, P., and Gilding, H. P.: Is the Local Vaso- 
dilatation After Different Tissue Injuries 
_— to a Single Cause? J. Exper. M., 1930, 
i, O7 

Lewis has advanced the theory that local vaso- 
dilatation in response to injury occurs through the 
influence of a substance derived from the damaged 
tissue. This substance, the ‘‘H substance,”’ is always 
the same and is probably histamine. In a series of 
experiments upon human beings, the authors found 
that the response of the tissues to small scratches 
and to histamine injections was different. With each 
type of injury the typical wheal, “flare,’’ and zone 
of pallor were produced, but in the scratch experi- 
ments, in which there was first a short period of 
venous congestion and then a longer period of ar- 
terial occlusion, Bier’s spots appeared, coalesced, 
and eventually invaded and obliterated the initial 
reaction about the scratches, whereas in the hista- 
mine-injection experiments, performed on different 
subjects or simultaneously on the same subject, 
the sites of reaction remained uninvaded by Bier’s 
spots and persisted as small purplish rings. 

FrANK B. Berry, M.D. 


Mackenzie, G. M., and Hanger, F. M.: Serum 
Disease and Serum Accidents. J. Am. M. Ass., 
1930, xciv, 260. 

Differences in susceptibility to serum are noted 
in the incidence of serum sickness. About ro per cent 
of persons have no apparent manifestations of serum 
sickness even when large doses are injected. The 
North American Indian and the negro have a 
very low susceptibility. The sera from some horses 
causes more severe symptoms than those from other 
horses. When small amounts of serum are used, 
no manifestations of serum disease are noted in a 
large percentage of cases, but when from too to 
1,000 c.cm. are given intravenously evidence of 
serum disease will be apparent in as high as 93 
per cent of the cases. 

In patients treated with serum for the first time 
the incubation period is usually from six to twelve 
days. A previous injection of serum may shorten 
the incubation period. The usual symptoms of serum 
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sickness are urticaria, rash, rise of temperature for 
forty-eight hours, albuminuria, cylindruria, and leu- 
cocytosis. Optic neuritis and polyneuritis may fol- 
low. Relapses of serum sickness have been noted. 

Following injections of sera, precipitins for horse 
serum appear in the circulation after an interval 
of from nine to twelve days. When the concentra- 
tion is sufficiently high to react with the horse 
serum in the blood, symptoms of serum sickness 
occur. In severe serum sickness the titer of the 
precipitins in the blood is usually high and there is 
rapid disappearance of the horse serum from the 
blood. In persons who tolerate large doses without 
serum sickness, precipitin occurs in small amounts 
or not at all and the horse serum may be present 
in the circulation for months. 

Serum accidents may be mild or severe. They may 
appear after an interval of a half an hour or even 
before the needle is withdrawn. ‘Two groups of 
persons are subject to such a reaction. One group 
are those known as “horse asthmatics,” who suffer 
from asthma or rhinitis when exposed to horse 
dander. Among these may be found some who give 
a positive skin test to horse serum, but who have 
never had asthma. The other group is made up of 
persons who have become sensitized to horse serum 
through previous serum treatment. While a per- 
centage of those given toxin-antitoxin immunization 
may give a positive skin reacticn for serum, the 
danger of serum sickness is not great and no deaths 
have been reported from such circumstances. It has 
been shown, however, that persons given a thera- 
peutic dose of serum usually become sensitized, and 
severe and even fatal accidents have followed sub- 
sequent injections of serum. However, only a small 
percentage of persons artificially sensitized reach 
a dangerous degree of sensitization. All available 
records show but a small number of fatal results. 

Persons sensitive to horse serum may be identified 
from a history of asthma or allergic rhinitis. A his- 
tory of previous serum treatment should put the 
physician on his guard. In all suspected cases a 
skin test consisting of an intradermal injection of 
0.05 c.cm. of a 1:10 dilution of the serum should be 
made. If the reaction is positive at the end of a 
half hour, there is an increase in the size of the in- 
jection wheal with an area of erythema about it. 
The projection of pseudopods from the weal denotes 
a high degree of sensitivity. The conjunctival test 
is also of value. 

In man, desensitization cannot be obtained with 
the promptness with which it can be obtained in 
laboratory animals. In the presence of a strongly 
positive skin test, the first injection of serum should 
be made subcutaneously and should not exceed 0.01 
c.cm. If no untoward symptoms occur, the dose may 
then be doubled every thirty minutes until 1 c.cm. 
is given. After the usual interval, if no reaction is 
noted, 0.1 c.cm. may be given intravenously. At 
intervals of twenty minutes this dose may be doubled 
until the required amount of serum is given. Epi- 
nephrin should always be at hand to control a pos- 


sible reaction and should be used repeatedly when 
needed. It is a good rule never to make the first 
intravenous dose of serum more than one-tenth the 
last subcutaneous dose. Wit1iam J. Pickett, M.D. 


Adém, L.: Emphysematous Tumors of the Organ- 
ism (Ueber die Luftgeschwuelste des Organismus). 
15 Verhandl. d. ungar. Gesellsch. f. Chir., 1929. 

The author reviews the emphysematous tumors 
with which he has had experience, describes their 
types, and discusses their significance. In reporting 
the case of a soldier with a skull injury followed by 
the appearance of air in both lateral ventricles of the 
brain he describes the clinical manifestations of the 
intracerebral pneumocyst or pneumatocephalus and 
the intracranial but extracerebral pneumatocele and 
their treatment. He discusses also diagnostic en- 
cephalography and the accumulation of air in the 
subarachnoid space or the ventricles of the brain 
after endolumbar pneumography. He cites a case in 
which operation for recurrent goiter was followed 
by death from air embolism arising in the basilar 
artery. 

Also included in the discussion are glass-blower’s 
pneumatocele, subcutaneous emphysema following 
tracheotomy, the significance of open and closed 
pneumothorax, the pneumothorax resulting from 
valve-like injuries of the lungs, and bilateral pneu- 
mothorax resulting from bilateral operations for em- 
pyema. For such conditions, Ad4m recommends 
very highly the aspiration apparatus devised by his 
assistant, Jaeger. He discusses also the effect of air 
in the abdominal cavity from perforations and gas- 
forming bacteria and the value of diagnostic pneu- 
moperitoneum. As showing the importance of gas- 
forming micro-organisms, he cites a case of cystoid 
pneumatosis of the cecum and ascending colon in a 
man forty-eight years of age in which no ulcerations 
or mechanical explanation for the entrance of air 
could be found. In another of his cases, nephrec- 
tomy was followed by the formation of a pneumatic 
cyst the size of two fists about the ureteral stump. 
He reports also a case in which, through a connec- 
tion between the urogenital sinus and the rectum 
that had persisted since fetal life in the form of 
Reichel’s cloaca, gas from the rectum and sometimes 
feces emptied directly into the bladder. He ex- 
posed this fistula by the sacral route, incised it, and 
buried it after another surgeon had failed to close it 
through the perineal route. 

Ad4m concludes his article with the observation 
that the pathological presence of air in the organism 
is sometimes an important diagnostic sign, some- 
times a severe complication, and sometimes the in- 
dication of a fatal termination. Von Lopmayver (Z). 


Wile, U. J., Wieder, L., and Warthin, A. S.: Malig- 
nant Syphilis, with a New Explanation of the 
Pathology of the Cutaneous Lesions. Am. J. 
Syphilis, 1930, xiv, 1. 

In a case of fatal malignant syphilis occurring in a 
man twenty-four years of age who presented 325 dis- 
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tinct ulcerative skin lesions and a maculopapular 
eruption, the ulcerative lesions were found on micro- 
scopic study to be sharply circumscribed anamic in- 
farctions of the corium and epidermis due to throm- 
bosis of the cutaneous vessels secondary to syphilitic 
obliteration of medium-sized vessels at the borders 
of the corium and subcutaneous tissues. The great 
size, sharp borders, scanty exudate, and cone-shaped 
form of the ulcers, the absence of histological lesions 
of syphilis in their borders, and the absence of spiro- 
chetes in the lesions were explained by the secondary 
infarction process. The malignancy of the syphilitic 
process was evidenced by the almost complete in- 
volvement of the dermal vessels which led to oblit- 
eration of these vessels, thrombosis, and consequent 
infarction of large areas of the skin. 

This is a new explanation of the cutaneous lesions 
of malignant syphilis. No case like it has been de- 
scribed in the literature. Whether the pathological 
findings will explain other cases appearing clinically 
as malignant syphilis or whether this case was unique 
remains to be determined from the study of other 
cases presenting a similar clinical appearance. If 
other cases should be found to exhibit the same pic- 
ture of vascular syphilis, obliteration of vessels, 
secondary thrombosis, and infarction, more light will 
be thrown on the nature of the most severe forms of 
dermal syphilis. In the authors’ case there was an 
undoubted susceptibility to the spirochetes on the 
part of the small blood vessels in various regions of 
the body. The patient was particularly resistant to 
treatment, but this was in part only apparent since 
most of the seemingly syphilitic lesions of the skin 
were not directly syphilitic but were necrotic lesions 
of a secondary infarction. That the treatment was 
effective so far as the spirochetes were concerned 
was shown by the enormous number of degenerating 
organisms found in the tissues. Just when this great 
destruction of spirochetes took place it is impossible 
to say. 

The case was unique also in the extensive visceral 
involvement (thyroid, heart, pancreas, and urinary 
bladder). It must be remembered, however, that 
few autopsies and fewer microscopic studies have 
been made in cases of malignant syphilis. 

The evidence suggested that the syphilis was ac- 
quired. If this is correct, the patient was the young- 
est patient with acquired syphilitic myocarditis on 
record. 

Microscopic study of the heart showed a small 
amount of subepicardial fat with serous atrophy. 
Beneath the endocardium the muscle presented 
marked fatty degenerative infiltration. Throughout 
the myocardium there were numerous diffuse lym- 
phocyte and plasma-cell infiltrations arranged 
around the smallest coronary arteries. Many areas 
showed the intermuscular single-file arrangement of 
nuclei characteristic of syphilitic myocarditis. In 
other areas the cellular infiltrations were grouped in- 
to larger masses suggesting miliary gummata. Be- 
neath the endocardium there were localized areas of 
cellular infiltration. In places, this infiltration pro- 
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duced a thickening of the endocardium itself. There 
was no involvement of the larger coronary branches. 
Howarp A. McKnicut, M.D. 


GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 


Sager, W. W., and Nickel, A. C.: Localization of 
Bacteria in Tissues of Lowered Resistance. 
Arch. Surg., 1929, xix, 1086. 

In rabbits which originally gave negative blood 
cultures, abscesses made by the subcutaneous injec- 
tion of silver nitrate remained sterile. 

A number of such abscesses became infected sec- 
ondarily following the intravenous injection of 
bacteria. 

The organism isolated from the abscess resembled 
the organism originally introduced intravenously and 
had the same elective localizing power. 

These results may explain why clean surgical 
wounds sometimes become infected. 


Campos, E. De S.: Experimental Congenital Cha- 
gas’ Disease (Molestia de Chagas congenita experi- 
mental). Bol. Soc. de med. e cirug., S. Paulo, 1929, 
xili, 289. 

A female dog was inoculated on July 18, 1927, 
when she was nine months old, with trypanosoma 
cruzi taken from a male dog infected experimentally 
which died with extensive encephalomyelitis, myo- 
carditis, and nephritis. This female dog, whose 
blood was negative after September, 1927, when the 
acute stage of the infection was over, transmitted 
the infection to the offspring of her first two preg- 
nancies, one of which began seven months, and the 
other of which began nineteen months, after the 
date of the infection. The puppies were born 
alive, but died from five to forty-five days after 
birth. The histological findings were the same as 
those in the male dog from which the parasites 
were obtained. 

Another female dog, which was inoculated April 
10, 1928, with the blood of one of the puppies with 
congenital infection, gave birth on May 30, 1929, 
more than a year after the infection, when her 
blood was negative, to three puppies with trypano- 
somes in the blood and the inflammatory processes 
characteristic of Chagas’ disease in the central 
nervous system, heart, and other organs. On Sep- 
tember 12, 1929, four days before this report was 
made, she gave birth to a third litter with many 
parasites in the blood. One of the puppies of the 
third litter, which died two days after birth, showed 
foci of inflammation in the brain containing the 
flagellate forms of the parasite. 

As the two female dogs used in these experiments 
were in the chronic stage of the disease with no 
parasites in the blood and were bred with healthy 
males, the author concludes that the protozoa 
lodged in the tissues and were transmitted to the 
fetuses through the placenta. 

Aubrey G. Morcan, M.D. 
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DUCTLESS GLANDS 


Teel, H. M.: The Effect of the Growth Principle of 
the Hypophysis on the Female Genital Tract; 
with the Report of the Hypertrophic Changes 
in a Case of Acromegaly. Endocrinology, 1920, 
xiii, 521. 

Evans and his co-workers rendered it possible to 
study hypophyseal overactivity experimentally by 
demonstrating that the anterior lobe of the hypophy- 
sis can be administered intraperitoneally. 

In rats, the intraperitoneal administration of an 
extract of the anterior lobe of the hypophysis re- 
sulted in gigantism and a marked increase in the size 
of the ovaries with extensive luteinization of the 
walls of the graafian follicles. ‘The uterus and vagina 
showed only a slight change. In dogs, the use of the 
extract was followed by overgrowth of the animals, 
an increase in the size of the ovaries to several times 
the normal, and a marked increase in the size of the 
uterus and vagina, but there was no luteinization. 

These results may be explained by assuming that 
there are two hormones in the hypophysis, one of 
which is the growth principle and the other of which 
is the hypophyseal sex hormone. The growth hor- 
mone would explain the increase in the size of the 
dog’s uterus and vagina, while the hypophyseal sex 
hormone would explain the ovarian changes found 
in the rats. 

In the human being, hyperpituitarism is usually 
associated with adenomata composed of acidophilic 
cells while, according to Smith and Engle, the cells 
responsible for stimulatign of the gonads are baso- 
philic cells. Accordingly, it would be logical to as- 
sume that in the case of a woman with an acido- 
philic adenoma and marked acromegaly without 
amenorrhoea there is an excess of only the growth- 
producing principle of the gland. 
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This assumption is substantiated by the findings 
in a woman forty-two years of age who had had 
acromegaly for two years and in whom the X-ray 
showed definite expansion of the outlines of the sella 
together with skeletal changes of acromegaly else- 
where. Radiation of the hypophysis was followed by 
almost immediate improvement in the acromegaly, 
but two months after the treatment menorrhagia, 
occurred for the first time, the uterus was found to be 
as large as a grapefruit, the external genitalia were 
more vascular, larger, and thicker than before, the 
labia were redundant, and there seemed to be con- 
siderable vascular stasis. At operation, performed 
four months after the initial X-ray treatment of the 
hypophysis, the genital tract was found markedly 
hypertrophied and congested. All of the pelvic 
organs were congested and hypertrophied except 
the ovaries, which were of normal size. Micro- 
scopically, the uterus showed hypertrophy with 
hyperplasia of the endometrium and polyp forma- 
tion. The ovaries showed only a few simple cysts. 

The findings in this patient resembled in many 
respects the findings in the ‘dogs with experimental 
acromegaly, namely, hyperplasia of the entire genital 
tract without striking histological changes in the 
ovary. This observation suggests that, in the fe- 
male, the growth-promoting principle may produce 
marked hyperplasia of the genital tract as well as the 
usual gigantism. SAMUEL J. Focetson, M.D. 


Cole, L.: Parathyroid Tetany and Cataract. Lancet, 
1930, Ccxviii, 13. 

The author reports a case of tetany and cataract 
formation following thyroidectomy. The tetany was 
controlled by the usual feeding of milk and calcium 
lactate and the administration of parathormone, but 
the cataracts were not arrested by control of the 
tetany. M. HerBert BARKER, M.D. 
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